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ABSTRACT 
Patients diagnosed with Multidrug-resistant(MDR) and Extreme drug-resistant 
(XDR) tuberculosis (TB) have to be hospitalised for a period of six to twelve 
months, according to the MDR/XDR Policy Guidelines on the treatment of 
drug-resistant TB – until the patient recovers, and is no longer infectious. 
There are factors associated with both the patients’ and their partners’ 
(spouses) resistance to long-term hospitalisation.This has resulted in several 
acts of violence against the hospital property and members of the health-care 
team. However, there are a small number of partners who assist the health-
care team – by ensuring compliance from the patients and providing their 
continued support to the patient – despite their own risk of being infected with 
MDR and XDR TB.  
 
This qualitative studywasaimed at exploring and describing the resilience 
factors that have been observed amongst a small number of partners of 
patients with MDR and XDR TB at an in-patient treatment centre in Port 
Elizabeth.  The research design was exploratory, descriptive and contextual in 
nature; and the researcher interviewed eight spouses or live-in partners of 
patientsfor this study, until data saturation was achieved.  
The data were collected through semi-structured interviews; and the data 
analysis was conducted, according to the eight steps proposed by Tesch 
model of data analysis (in Creswell, 1998). Guba’smodel of trustworthiness 
was used to assess the data collected during the interviews. The findings from 
this study will inform the health-care team on methods of how the support of 
the patients’ partners could be mobilised in the holistic treatment plan of MDR 
and XDR TB patients in an in-patient treatment centre. 
 
Keywords 
Tuberculosis, Multidrug-resistant (MDR), Extremedrug-resistant (EDR), 
partner, Health-Belief Model (HBM), resilience 
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CHAPTER 1 
   OVERVIEW OF THE RESEARCH STUDY 
 
1.1 Introduction and background to the study 
South Africa is one of 22 highly burdened countries that contribute 
approximately 80% of the total global number of all TB cases. South Africa has 
the seventh highest TB incidence in the world (Tuberculosis Strategic plan for 
South Africa 2007-2011). According to the Tuberculosis Strategic plan for 
South Africa,the cure rates and treatment success rates have gradually 
increased over the last five years: from 50% in 2001, to 58% in 2005, and from 
60% in 2001, to 71% in 2005, respectively.The defaulter rates have remained 
high, however, thereby creating barriers to achieving the targets for treatment 
success and care, and increasing the potential for the development of drug 
resistance.  
 
Multi-drug-resistant (MDR) tuberculosis is defined as a tuberculosis disease 
where there is resistance to the two most important first-line TB drugs, i.e.,  
Isoniazid and Rifampicin (Eastern Cape Policy Guidelines on Management of 
Drug Resistant Tuberculosis in SA 2007). Extensively, drug-resistant (XDR) TB 
is defined as MDR TB in association with resistance to any of the 
fluoroquinolones, plus one or more of the injectable second-line anti-TB drugs, 
for example kanamycin, amikacin or capreomycin.  
 
The general symptoms of TB are as follows: weight loss, loss of appetite, 
fatigue, night sweats, blood-stained sputum, and a persistent cough for more 
than two weeks. TB in general is also more prevalent in low-income 
communities.Some of the reasons are poor infection control, as well as 
overcrowding and the high defaulter rate. 
 
MDR and XDR TB have also been referred to as a “man-made“ phenomena, 
as they result from the following factors: inadequate and interrupted treatment, 
as well as thepoor management of TB control programmes in South Africa 
(Eastern Cape Policy Guidelines on Management of Drug-Resistant 
Tuberculosis in SA 2007).  Another challenge in combating the TB disease in 
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MDR and XDR treatment centres is theovercrowding of patients.This leadsto 
poor infection control, which then becomesa breeding ground for cross-
infection amongst MDR and XDR patients, the health professionals employed 
at the treatment centre,as well as the patients’ visitors. 
 
Drug-resistant tuberculosis is widespread and is now a threat to tuberculosis 
control programs in many countries (Johnson, Streicher, Louw, Warren, van 
Helden and Victor, 2006:97). This scenario is further exacerbated by the HIV 
epidemic,which increases the susceptibility of HIV-positive persons to TB (The 
Health System Trust Update, No 56 of, 2000). 
 
According to the Eastern Cape Policy on the Management of Drug-Resistant 
TB (2007), the diagnosis of drug-resistant TB in HIV-positive persons is more 
difficult; and itcan also be confused with other pulmonary or systemic 
infections. This could then either result in a misdiagnosis, or a delayed 
diagnosis. The policy, therefore, states that all HIV-positive patients with signs 
and symptoms of TB should be screened for MDR-TB. The statistics from 
January 2009 to September 2009 at the treatment centre, where the study was 
located, were as follows: 297 of which 160 tested HIV positive, and out of that 
total 91 were on Anti-retroviral drugs (ARVs). 
 
The Eastern Cape Policy Guidelines on the Management of Drug-Resistant 
Tuberculosis in South Africa (2007) stipulate that individuals diagnosed with 
MDR and XDR TB need to be hospitalised for the stipulated time of six to 
twelve months. Long-term hospitalisation is taxing on both the patient and their 
significant others, as it not only result in the patient being removed from their 
primary support base, but it also often results in numerous systematic changes 
for the entire family. The patients,therefore, need the emotional support from 
their significant other or partner, in order to adhere to therapy, and to assist 
them in their adjustment to long-term hospitalisation.  
 
A review of the literature has confirmed the difficulties that patients experience, 
as a result of chronic illness and its debilitating consequences. The most 
important findings from these studies are presented in the section below: 
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A study by Liefooghe, Michiels, Habib, Moran and Muynck (2000) found that 
both male and female TB patients faced many social and economic problems, 
but that female patients were more affected, resulting in divorce and broken 
engagements. They found that the remaining partner at home had to deal with 
the household demands, as well as supporting their spouse/partner, which 
culminates in relationship strain. 
 
Chang, Wu, Hansel, and Diette(2004) conducted research with patients with 
TB; and they found that these patientsfrequently feel rejected and isolated by 
the absence of regular contact with the family during their hospitalisation. 
Furthermore, these authors found that the diagnosed patients in their sample 
were less likely to find work, and less able to work and care for their families, 
thereby confirming their view that TB creates one of the greatest financial 
burdens on the lower-income communities.  
 
The authors compared the impact that TB had on the quality of life for men and 
women; and they concluded that the cost may be greater for women than men 
(Chang et al., 2004). They observed that women were less able to perform 
household activities and care for their children. Consequently, women often do 
not seek medical care until their disease becomescritical. These research 
findings concur with the findings from the study ofLiefooghe et al., (2000), 
which was located in India, where they found female patients with TBbeing 
rejected by their husbands, and dismissed – until they were cured.  From the 
literature reviewed, the researcher could not ascertain whether the role of 
functioning at home and in society could return to what it was before 
admission, after treatment and clinical improvement.  
 
Further evidence of the effect of chronic illness on patients and their families 
was presented by Bharat and Aggleton (1999), who explored the household 
responses to HIV/AIDS in India.  Their findings pointed to the major impact 
HIV/AIDS had on the economic and psychological wellbeing of these 
households. The most direct impact was felt through the loss of income in 
lower-income households, where the infected person had previously been the 
breadwinner. This research pointed out that women in India support their 
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husbands during illness; and they frequently neglect their own health, in order 
to care for their partner. 
 
Jakubowiak, Bogorodskaya, Borisov, Danilova, Lomakina and Kourbatova 
(2007) conducted research on the Social Support and Incentives Programme 
for patients with TB. The study was conducted in four Russian regions (Orel, 
Vladimir, Belgorod Oblasts and Republic of Mari-el). The objectives of the 
study were to determine the reasons for TB treatment default among Non-
adherent patients and to describe patient views of social support programmes 
and the organisation of treatment. They concluded that patients who defaulted 
on treatment reported the following reasons: they needed to retain their jobs; 
they needed the regular use of alcohol; and they did not perceive themselves 
as being sick. The patients reported that they could be motivated to take their 
treatment by monetary incentives; and if they could be treated at an out-
patients’ treatment centre, as opposed to in-patient centres.  
 
The studies cited above highlights the challenges attached to chronic illness 
for both the patient and their significant others. It also serves to highlight the 
important role that partners or significant others playin the patients’ adaptation 
to chronic illness. The researcher came across one study that explored the 
long-term effect of spousal support on coping with cancer after surgery. The 
authors of this paper (Schulz and Schwarzer, 2004) found that social support 
plays a vital role in coping with severe health conditions; and that spousal 
support can be associated with positive, optimistic coping by the patient; whilst 
spousal criticism was linked to a negative mood, andavoidance coping.      
 
The researcher was employed as a social worker at a treatment centre, where 
she has witnessed how many of the partners (of patients) aggravate the 
adjustment difficulties by exerting pressure on the patients to be discharged, 
despite the treatment being incomplete.This,in turn,increases the susceptibility 
of the partner and the children to infection. 
 
The literature appears silent on the coping strategies utilised by the partners of 
MDR and XDR TB patients, hence emphasizing the need for this study. The 
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White Paper for Social Welfare(1997) concluded that the ability of an individual 
or family to care for and support a member with a chronic illness, depends on 
the availability and accessibility of certain resources, hence highlighting the 
need for the present study to explore those available coping resources, and 
how the health-care team couldimprove these. Johnson et al. (2006) also 
cautioned that the burden of MDR-TB could not be contained in the absence of 
specific efforts to limit its transmission. The mobilisation of the patients’ 
significant others hence plays a key role in this regard, especially at the 
treatment centre, where thestudy was located. 
 
1.2 Problem formulation and motivation for the study  
Drug-resistant tuberculosis is widespread, and is now a threat to tuberculosis 
control programmes in many countries, including South Africa, and especially 
in the Eastern Cape where the rate of HIV infection is very high. This has had 
serious implications for the health of family members – and especially the 
partners of patients with MDR and XDR TB. The Eastern Cape Policy 
Guidelines on Management of Drug-Resistant Tuberculosis in South Africa 
(2007) prescribes that patients with MDR and XDR TB need to be hospitalised 
for a minimum period of six months. However, the studies cited above serve to 
demonstrate the negative effects that chronic illnesses (accompanied by long-
term hospitalisation) haveon both the patient and his/her significant other. The 
researcher’s practice observations and interventions with patients diagnosed 
with MDR and XDR over the last eight years have alsoconfirmed many of the 
findings cited in the preceding paragraphs. 
 
The research topic emerged directly from the challenges the researcher and 
the multi-disciplinary team at Jose Pearson TB Hospital experienced in service 
delivery to these patients. The majority of the patients on admission were 
resentful of the diagnosis and the long-term hospitalisation. The researcher’s 
experience has been that long-term hospitalisation is experienced rather 
negatively by the patients – as admission was often involuntary. Further 
reasons for the negative response to in-patient treatment include the following: 
the patients being supported by their primary support system for a long time; 
the patients being unable to provide for their families; being excluded from 
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involvement in their families’ lives; and not being consulted on important 
decision-making, especially with regard to their children. Furthermore, their 
partners experienced role overload, which often elicits resentment, adding to 
the emotional strain on the partners and family relationships. The patients live 
with the fear of infecting their families, and of also being stigmatised by the 
community and their employers – who are frequently reluctant to employ these 
patients – even after completion of treatment.  
 
The treatment centre is not on a taxi route, which makes it inaccessible for 
relatives who do not have their own transport. The hospital is under-resourced 
and overcrowded and patients often complain of being re-infected whilst in 
hospital. The patients also have to deal with the side effects of the treatment, 
which aresometimes severe. One of the severe side-effects of the injection 
(Bio-kanamycin) is auditory damage, which is an irreversible loss of hearing 
and mild reversible renal disturbance. Side-effects of some of the oral 
medication are as follows: nausea and vomiting, headache, dizziness, skin 
rashes, anxiety, confusion, depression, abnormal thinking, insomnia, 
aggression, irritability and paranoia. 
 
The way in which the patients (and their partners) deal with these frustrations 
is not conducive to their own health and the general wellbeing of their families. 
Their responses includenon-compliance with treatment, and resistance to the 
health-care team. The health-care team has been at the receiving end of 
severe hostility and vigilante actions by the patients, who have vandalised the 
treatment facility, held the management of the treatment centre hostage, and 
threatened the safety of the staff and their fellow patients. There have been 
several interventions with patients to encourage their co-operation, which have 
proved ineffectual. 
 
As a result, the researcher was particularly impressed by the partners of 
certain patients, whose supportive nature and level of co-operation with the 
health-care team amount to a resilient approach. This support was offered, 
despite the role overload they experience as a result of the patients’ 
hospitalisation – and despite their own susceptibility to infection. It is these 
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resilience factors and coping strategies that the researcher exploresin this 
study. The literatureavailable is very limited on the coping strategies utilised by 
the partners of MDR and XDR TB patients, hence emphasizing the need for 
this study. As a result the research study also responded to a void in research 
on the coping resources of partners of chronically ill patients. 
 
The researchshould make a valuable contribution to practice by sensitizing the 
multi-disciplinary team to the potential resilience factors they can draw upon in 
the partners of patients with MDR and XDR TB. The wish is that this would 
contribute to improving the patients’ adherence to the treatment programme 
and subsequent commitment to their own health.    
 
1.3 Theoretical framework 
The ensuing discussion provides a broad overview of the health-psychology 
approaches that informed the selection of the two specific theoretical 
frameworks for this study: i.e., the Health-Belief Model (HBM) and the positive 
psychology Resilience Framework. These two frameworks are discussed in 
more detail in this section after a general overview of the health-psychology 
approaches.   
 
1.3.1 An Overview of the Health-Psychology Approaches  
Health-psychology literature suggests that there are various theoretical 
approaches that can be used to explain patients’ responses to long-term 
hospitalisation and its accompanying psycho-social and emotional impact. 
These same approaches can be used to make sense of the responses of the 
patients’ significant others. These are reviewed below: 
 
The Theory of Reasoned Action (TRA) is based on the assumption that 
people will use the information they have in a reasonable fashion – in order to 
make decisions. The patient might have an intention not to infect his/her 
family/partner/community with TB; but the long-term hospitalisation and other 
challenges causes him/her to forget, or see this as being less important.  
Ajzen and Fishbein (1980) have proposed an approach to behaviour that 
centres on the notion of “reasoned action”. They maintained that people are 
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essentially rational, in that they “make systematic use of [the] information 
available to them”; and that they are not “controlled by unconscious motives or 
overpowering desires”; neither is their behaviour “capricious or thoughtless” 
(Ajzen and Fishbein, 1975:15).  
 
According to the theory of reasoned action, behavioural intention is the most 
immediate determinant of any social behaviour, but only under conditions 
where the behaviour in question is under volitional control, and the behavioural 
intention remains unchanged. The theory proposes that an individual’s 
intention is determined, in turn, by two significant factors: his or her attitude, 
and the subjective norm determining the behaviour. 
 
According to Ajzen and Fishbein (1980), external factors to the model will 
indirectly influence the behaviour through the model components.  
Regis (1990) believed that the theory of reasoned action might provide a 
convenient non-experimental vehicle for the examination of the relative 
importance of attitudinal and normative considerations in determining the 
behaviour of young people. Regis (1990) further stated that Fishbein and Ajzen 
are to be commended for coming up with a way in which to look at action, 
which is apparently very basic; and yet it seems to work in a wide variety of 
contexts.  
 
One of the biggest limitations of the theory of reasoned action is that the model 
does not account for and apply to habitual actions, which are seemingly not 
under continual conscious control. In addition, the assumption made by Ajzen 
and Fishbein (1980) that external factors to the model would indirectly 
influence the behaviour through the model component, was proven incorrect 
by Ajzen’s own research. 
 
The Attribution Theory contributes to the understanding of the determinants 
of health-related beliefs (Richter & Swart-Kruger, 1995). This theory suggests 
that people will change their behaviour if they have a strong belief in their 
efficiency to exercise control. According to Heider (in Ogden, 2004), individuals 
are motivated to see their world as predictable and controllable – that is 
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theneed to understand causality. Kelly (as cited in Ogden, 2004) developed 
these original ideas and proposed a clearly defined attribution theory 
suggesting that attributions about causality were structured, according to 
causal schemata made up of the following criteria: 
• Distinctiveness: The attribution about the cause ofbehaviour is specific to 
the individual carrying out the behaviour. 
• Consensus: The attribution about the cause of behaviour would be shared 
by others. 
• Consistency over time: The same attribution about causality would be 
made at any other time. 
• Consistency over modality: The same attribution would be made in a 
different situation. 
 
In the case of this study, the participants felt lost when their partners were 
admitted to the hospital, as they then had no control over the situation.  
The AIDS Risk-Reduction Model (ARRM) was developed specifically for HIV-
related risk acts (Richter & Swart-Kruger, 1995). According to this theory, 
people will change their high-risk behaviour only if they perceive that they are 
at risk, motivated to act, and if they have the ability to implement safer actions.  
The Social-Representational Approach (SRM) places more emphasis on 
emotional and identity-based factors involved in AIDS-related thoughts and 
actions. According to this model, an increase in knowledge would not 
necessarily result in a change of behaviour. The Social-Relations Model (SRM) 
proposes that people make interpersonal inferences about the AIDS risk 
potential, instead of using objective and effective methods of assessment.   
 
1.3.2  Selected theoretical frameworks 
1.3.2.1 The Health-Belief Model 
The Health-Belief Model (HBM) focuses on behaviours under an individual’s 
control; and itassumes that people would act, in order to maximize the net 
benefits of their actions (Ostrow, 1990). Brown, DiClemente and Reynolds 
(cited in Goliath, 1995) are of the opinion that the model is not very effective in 
AIDS prevention, since it only acknowledges a small proportion of the variation 
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in risk behaviour. Richter and Swart-Kruger (1995) also criticised the model, by 
pointing out that providing factual information does not always dispel 
misconceptions about HIV transmission and AIDS prevention.  
The Health-Belief Model was originally devised by a group of United States 
Public Health social scientists to explain how health educators could 
encourage preventative health behaviour (Rosenstock, 1974).   
Becker and Rosenstock (cited in Ogden, 2004) assumed that beliefs were 
important contributors to health-seeking behaviour. This model includes four 
beliefs or perceptions that should merge to predict health-related behaviours: 
• Perceived susceptibility to the disease; 
• Perceived severity or seriousness of the disease; 
• Perceived benefits of the health action; 
• Perceived barriers to performing the action (Marks, Murray, Evans, 
Willig, Woodall &Sykes, 2008). 
 
The researcher has experienced that patients in general at the hospital were in 
denial regarding the infectiousness of TB, as well as the seriousness of the 
disease. They would sometimes doubt their specimen results from the 
laboratory – despite explanations done on laboratory testing procedures by the 
laboratory staff. Patients, who were ill-prepared by the clinic, regarding their 
length of stay in hospital, as well as the reason for their admission,were less 
likely to comply with the treatment. 
 
A study was done by Champion (cited in Brannon and Feist, 2000), using the 
Health-Belief Model, and informing women on the benefits of mammography. 
The results of the above showed that women who received information to 
enhance their knowledge and change their beliefs were nearly four times more 
likely to seek mammography testing.  
 
The Health-Belief Model, according to Bennet (2000:48), is an engagement in 
health-protective behaviour, and is most likely if the risk of the disease and its 
perceived severity are high. The behaviour is considered effective in reducing 
the risks of the disease; and the immediate costs of that behaviour are 
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low.However, the Health-Belief Model stands out amongst psychosocial 
models in its particular relation to individual decision-making; and it is often 
utilised because of its predictive value. Calnan and Moss (1984:page n) stated 
that the Health-Belief Model is supported by a myriad of empirical evidence, in 
which the data on behaviour and beliefs were simultaneously collected.   
 
Chang et al. (2004) conducted a study on the quality of life in Tuberculosis 
sufferers, and found that patients tend to be worried, frustrated, or 
disappointed by their diagnosis; but it is not known how emotional health 
changes with treatment. Chang, et al. (2004) also found that there has been an 
increasing interest in the patients’ perspective of the disease, health, medical 
care and quality of life of the patient. According to them, it is recognised that 
chronic and sub-acute illnesses and their treatment alter people’s perceptions 
of their health and well-being, and that the social and emotional burden of the 
disease could equal and even exceed the physical impact of the illness. 
 
The primary purpose of the present study was to explore what those factors 
are;and what enables the partners of patients with MDR XDR TB to be 
resilient, and to continue to offer support to the patients – regardless of the 
challenges that accompany this diagnosis and long-term hospitalisation. It is 
obvious from the participants’ verbatim quotes that the social and emotional 
impact of the disease almost equal the physical impact it has on the patient. 
The participant has to fill a dual role, in order for the household to run 
smoothly. 
 
The model highlights the fact that if information regarding an illness is given, 
there is likely to be a positive change in behaviour. Those participants, who 
receive information on the disease prior to their partner’s admission, as well as 
during admission,show resilience in how they handle the long-term 
hospitalisation. 
 
Utilising the Health-Belief model hasenabled the researchertolearn how the 
patients and their partners accessed the benefits of holistic treatment, and 
surmount the barriers to accessing these benefits.   
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1.3.3 Resilience 
Meyer, Glantz and Johnson (1999:103) defined resilience as the ability to 
tolerate, to adapt, or to overcome life crises. They furthermore state that 
resilience is often defined as a personal characteristic; but that there are also 
resilience factors that exist outside of the person. According to these authors, 
personal resilience can include the attitudes and skills needed to identify and 
make use of these external resources. These are external resources that help 
a person deal with crises (Meyer et al., 1999). Resilience implies that a person 
has faced and overcome severe problems, or has resisted strongly negative 
circumstances and/or characteristics (Meyer et al., 1999). 
 
Walsh (1998:3) definedfamily resilience as the family’s ability to emerge 
stronger and more resourceful after encountering stressor events, persistent 
stress, or crisis, and to withstand and rebound from such challenges. Families 
have elements that assist them to deal with and to recover from stressful 
events. These elements are referred to as family-protective factors and family-
recovery factors. Walsh (1998:30) suggested that when looking at families and 
their resilience, family processes matter more than family form for effective 
functioning.This means that it is more important to look at how the family deals 
with their unique situation, rather than those who form the family.  
 
Smith (2006:164) found that in Xhosa families, there are factors of resilience 
that work together, through difficult times. Kiel, Carson and Dykes (2007:336) 
maintain that social support – especially from the extended family – seem to 
comprise a great resilience factor amongst families. 
 
Cowan, Cowan and Schultz (1996) described family protective factors as 
buffering effects, and that they act as a protection or type of immunization for a 
family. In contrast, family-recovery factors refer to a family’s ability and 
capability, as well as strength, that help them to “bounce back”, and to adapt in 
family-crisis situations (McCubbin, McCubbin, Thompson, Han and Allen 
1997). This study aimed to observe the above elements, and to identify those 
resources and strategies that were available to the partners of patients with 
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MDR and XDR TB – in order to function optimally after exposure to TB and 
long-term hospitalization. 
 
A related construct to resilience is that of a sense of coherence. Walsh 
(1998:56) definedthis as a global orientation to life that is understandable, 
manageable, and meaningful. She further stated that this sense of coherence 
involves the ability to clarify problems, so that they seem to be ordered, 
predictable and explicable.  A sense of coherence has been found to 
contribute significantly to health, mental wellbeing and quality of life, and to be 
far more influential than such individual traits as temperament or intelligence 
(Cederblad& Hansson, 1996).  
 
A sense of coherence also addresses meaningfulness, including the existential 
feelings of social integration and purpose of life – as opposed to a sense of 
alienation, drifting or immobility. These constructs, as defined by Walsh, and 
the variables, as discussed in the Health-Belief Model complement each other. 
The theoretical framework used in this study, the Health-Belief Model also 
addresses those variables that link to resilience,such as making meaning of 
the disease, and the patient’s perceived seriousness of the disease. The 
“immobility” discussed in resilience can be linked to the variable “perceived 
barriers to performing the action”, as mentioned in the Health-Belief Model.        
 
The construct of family resilience has been examined in relation to a number of 
other families in distress. Lietz (2006) conducted a mixed method study of 
resilient families; and the following stages emerged: survival refers to those 
families that take one day at a time, trying to keep the family going. Adaptation 
refers to the changes that the family makes, in order to incorporate the 
situation into their lives. Acceptance was where the family adapted their new 
family situation to the new way of life. Whilst growing stronger included 
moments when the family recognized that they were growing stronger, as a 
result of the difficulties that they face.   
 
Lietz (2006) confirmed through their study that resilienceis not a process that 
simply applies to individual development; but it is the ability to use strengths to 
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overcome risks, and to maintain the functioning of families. Similarly, a study 
was conducted with the spouses of patients recovering from a stroke.  
The findings revealed that higher spousal confidence was associated with a 
better recovery and greater stroke-survivor self-efficacy for recovery. Patients 
in hospital that receive the necessary support from their partners or spouses 
comply with the terms and conditions more than those who do not have 
spousal support (Molloy, Johnston, Johnston, Pollard, Bonnetti, Joice, 
MacWalter & Morrison, 2008).        
 
Kleinman (cited in Walsh, 1998:49) stated that individuals and family members 
who have experienced serious illnesses, benefit greatly from the opportunity to 
tell their stories of suffering. Stories and beliefs are essential elements in the 
process of change. Walsh (1998) further postulated that resilient families are 
better able to handle life challenges, as well as new developmental challenges. 
The focus of the present study has enabled the researcher to explore those 
resilience factors that contribute to the positive coping of the partners of 
patients hospitalised for MDR and XDR TB.  
 
1.4. The Research Question 
The research question, according to Esterberg (2002:29), should be answered 
at the same level with reference to the empirical world, that is to say, the world 
of the senses. De Vos, Strydom, Fouché and Delport (2005:89) state that the 
researcher must be able to formulate an answer to the question: What exactly 
do I want to achieve by undertaking the study? 
The research question that guided the present study was formulated as 
follows:  
What are the factors that contribute to the resilience of partners of long-term 
hospitalised patients treated for MDR and XDR TB in a treatment centre in Port 
Elizabeth? 
The following sub-questions emanated from the main question: 
• What are the perceived experiences of partners of long-term 
hospitalised patients diagnosed with MDR XDR TB? 
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• What challenges did the partners encounter during the long-term 
hospitalisation of patients with MDR XDR TB? 
• What were the strategies they used to cope with these challenges? 
 
1.5. Goal and objectives of the study 
The following goal guided the study 
To enhance an understanding of the factors that contribute to the coping 
resources of partners of long-term hospitalised patients diagnosed with MDR 
and XDR TB.  
 
Objectives 
The above-mentioned goal has been translated into three objectives, which are 
stipulated below: 
• To explore and describe the perceived experiences for partners of long-
term hospitalised patients with MDR and XDR TB; 
• To explore and describe the challenges that partners encountered 
during the long-term hospitalization of patients with MDR XDR TB; 
• To explore and describe the strategies that partners utilised to cope with 
these challenges. 
The research design and methodology used for the current study will be 
discussed under the next heading. 
 
1.6 Research Design and Methodology 
The research design and the methods employedis briefly outlined in this 
section of the study. A more detailed discussion is presented in Chapter two. 
 
1.6.1 Research Design 
According to Babbie and Mouton (2005:74), a research design is a plan or 
blueprint of how the researcher intends to conduct the study. The researcher 
must then select the most appropriate design to meet the aim and objectives of 
the study. De Vos et al. (2005:73) state that there are two commonly used 
approaches in research, namely qualitative and quantitative approaches that 
differ from each other. The proposed research study used a qualitative 
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research approach and wasan exploratory, descriptive design that was 
contextual in nature as participants were studied in their context, in order to 
meet the goal of the study.  
 
Exploratory research 
Exploratory studies are of value in social scientific research (Babbie & 
Mouton,2005:80) because they allow the researcher to investigate a specific 
phenomenon that has previously been unexplored, or is relatively new (De Vos 
et al., 2005:106). Few studies have been done on this specific topic and the 
literature is limited. This study, therefore, explores the effect long-term 
hospitalisation has on the spouse or partner of an XDR/MDR patient.  
 
Descriptive research 
A major purpose of many social scientific studies is to describe situations and 
events. This allows the researcher to observe and then describe what has 
been observed (Babbie & Mouton, 2005:80). Descriptive studies in qualitative 
research refer to a more in-depth observation of a phenomenon and its 
profound meaning, thereby leading to a more intense description (Rubin & 
Babbie, cited in De Vos et al., 2005:106). The researcher aimed to gain a 
better understanding of the dynamics involved in the resilience of spouses and 
partners of patients with MDR and XDR TB. 
 
1.7 Research Method 
Terre Blanche andDurrheim (1999,30) stated that qualitative methods allow the 
researcher to study selected issues in depth, openly and in detail, as they 
identify and attempt to understand the categories of information that emerge 
from the data. 
Under the next heading, the researcher will discuss the population and the 
sampling techniques used.  
 
1.7.1 Research population and sampling 
De Vos et al. (2005:328) states that in qualitative studies non-probability 
purposive sampling techniques are used rather than random sampling. Denzin 
and Lincoln (as cited in De Vos et al., 2005:328) point out that the qualitative 
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researcher seeks individuals in the context where the phenomenon is most 
likely to occur. Bless and Higson-Smith (2004:86) mention that the advantage 
of sampling is that the process is less time-consuming, more cost-effective and 
practical, especially when the population is large. Purposive sampling was 
chosen, as the population had to meet certain criteria, in order to be suitable 
for participation in the study.  
The participants in this study were expected to meet the following criteria:  
• They had to reside in the Nelson Mandela Metropole. 
• They would need to have had a partner/spouse admitted at the 
MDR/XDR treatment centre for at least twelve months. 
• For ethical purposes,this had to be partners/spouses with whom the 
researcher had had no or minimal contact in her role as social worker at 
the treatment centre. 
 
1.7.2 Entry into site 
The research proposal was submitted to the Faculty Research Technology and 
Innovations Committee (FRTI) of the Faculty of Health Sciences at the Nelson 
Mandela Metropolitan University, and to the University’s Research and Ethics 
Committee for approval and to obtain their consent to proceed with the study.  
After the approval was secured from the relevant University structures, the 
researcher submitted a written request for permission to conduct the study at 
the in-patient treatment facility. The request was submitted to the Chief 
Executive Officer (CEO) of the in-patient treatment facility to obtain the consent 
of the relevant management structures and parties. The written request made 
reference to the option that one of the research supervisors, or an independent 
researcher, wouldconduct the research interviews in the event of the 
participants objecting to being interviewed by the researcher.  
In this case, the researcher made use of an independent researcher (a 
qualified social worker, who was enrolled for postgraduate studies in social 
work at the time) to conduct the interviews.  
Afterthe CEO had secured the necessary consent from the Hospital Board, 
and the Regional and National Department of Health, the empirical part of the 
study was then implemented. 
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The researcher did a survey of the patients’ files to identify potential research 
participants whomet the sampling criteria, as listed under 1.7.1. When a 
tentative list of participants was identified, the researcher requested the 
Occupational Therapist at the treatment centre to act as gatekeeper between 
the patient, their partner/spouse (identified participants), and the researcher. 
When the patient and spouse/partner gave his/her permission for the partner’s 
participation in the study, the researcher contacted him/her, and set up an 
appointment for the research interview, clearly highlighting the capacity in 
which the interview would be conducted.  
The research interview was conducted in a venue of the participants’ choice 
(which in most cases was the participant’s home). 
 
1.7.3 Method of data collection 
Grinnell (1997:117)states that there are various ways of gathering data directly 
from participants if such information cannot be obtained by observation.  This 
author further states that interviewing is the most commonly used method of 
gathering data for qualitative studies. Interviews can be structured, semi-
structured, unstructured or conversational, in-depth or ethnographic.The 
researcher made use of semi-structured interviews for this specific study, as 
this was the most appropriate method to probe and clarify the experiences of 
the participants.  
The richness and value of the data collected depended on the skills of the 
independent researcher in drawing information from the participants in 
association with the questions asked. A pilot study served as a trial-run for the 
research methods and theresearch questions. 
The following questions/statements served as a guide to the semi-
structured interview: 
• Share with me how your life has been since your partner was admitted 
in hospital. 
• Could you share with me how you are coping with your spouse being in 
hospital? 
• Do you have any support, and what resources are available to you? 
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The interviews were audio-recorded and the researcher tookcomprehensive 
field-notes, so as to ensure the accurate capturing of the interviews, and to 
make sense of what was observed during the interviews. 
 
1.7.4The Pilot study  
Bless and Higson-Smith stated(in De Vos, 1998:206) that a pilot study can be 
seen as a small study prior to a larger piece of research to determine whether 
the methodology, sampling, instruments and analysis are adequate and 
appropriate.The pilot study allows the researcher to test the research 
questions,and also to gain knowledge on the background of the 
participants.Monette (in De Vos, 1998:331) is of the opinion that a pilot study 
can be regarded as a small-scale trial run of all the aspects planned for the 
main enquiry. In the context of this study, the pilot study was selected by the 
researcher from prospective participants who had met the criteria, as set out 
for this study.  
 
The pilot study also served as a valuable opportunity for the researcher to 
determine the research participant’s level of comfort to talk to the researcher. It 
appeared that the participants were uncomfortable to engage with the 
researcher because of her role as social worker at the treatment facility. A 
number of options were explored.One of the options explored was participants 
being interviewed by one of the research supervisors of the study. In 
consultation with the research supervisors, a decision was made that a social 
work colleague,who had previously worked at the treatment facility as a social 
auxiliary worker, would be a suitable independent interviewer.   
 
1.7.5The Data Analysis 
De Vos et al. (2005:333) describe the data analysis as the process of bringing 
order, structure and meaning to the mass of collected data. In this specific 
study, the data analysis was done, according to the format of Tesch, as cited 
by Poggenpoel (in De Vos, 1998) for the analysis ofqualitative data. The eight 
steps of the Tesch format is discussed in detail in the next chapter. 
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1.7.6 Method of Data verification 
Vithal and Jansen (1997:32) describe validity as an attempt to “check out” 
whether the meaning and interpretation of an event is sound, or if a particular 
measure is an accurate reflection of what was intended. Data verification in 
qualitative research is basedon the quality of the data collection and the data- 
analysis process (Alston & Bowels, 2003:48).Consequently, data verification 
takes place during the data collection, the data analysis, and the writing of the 
research report. 
 
Ensuringtrustworthiness 
This is a vital component for the evaluation of the qualitative data collection. 
During this particular process, questions are asked on the credibility of certain 
findings, and also if it is transferable and applicable. Marshall and Rossman 
(cited in De Vos et al., 2005:345) point to the importance of establishing the 
truth value of the study.  
 
Guba’s model of trustworthiness and qualitative research (as cited by Krefting, 
2001:215-221) suggests a valuable tool, whereby researchers can assess the 
trustworthiness of the qualitative data. The model is based on the identification 
of four basic aspects relevant to qualitative studies, namely: truth value, 
applicability, consistency and neutrality. Truth value was ensured by using 
strategies of credibility; applicability by using transferability; consistency by 
using strategies of dependability; and neutrality, by using strategies of 
conformability. These strategies are discussed in detail in the next chapter. 
 
1.8. Ethical considerations 
Ethical considerations, according to Creswell (2003:62-63), are the codes of 
ethical practice that the researcher needs to take into account when 
undertaking a study. Bless and Higson-Smith (2004) discuss the generally 
accepted ethical rights of participants, which should be respected by the 
researcher. The following ethical considerations were appliedin this study:  
 
Obtaining informed consent: 
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The patients and their partners/spouses were duly informed of the purpose of 
the study, and how the results would be utilised. This ensured that they did not 
have any misconceptions or personal expectations with regard to the research. 
This process was started by the gatekeeper (the occupational therapist) 
initially. The additional steps that the researcher followed in this regard were 
explained under heading 9 of this chapter.  
 
Privacy and Voluntary participation 
The participation in this research was voluntary; and theresearch participants 
had the right to refuse to share certain information onthemselves. The 
gatekeeper provided the potential research participant with the option of being 
interviewed by one of the research supervisors – should they have any 
discomfort with being interviewed by the researcher. They were informed that 
there was no negative consequence for refusing participation to the study, 
neither would there be any recourse should they decide to discontinue 
participation at a later stage. The interview was conducted in the home of the 
participants in an environment that was conducive to respecting the 
participants’ privacy. 
 
Anonymity 
Many of the research participantswere prepared to disclose information; but 
they do not want their names to be mentioned in the study. The researcher 
assured that the participants were respected. The fact that the researcher 
focusedon spouses/partners whom she had not previously seen for counselling 
demonstrates clearly that the researcher also addressed this concern by 
keeping the participants’ identities private.  
 
Confidentiality 
The researcher informed the participants that the information gathered in the 
study would remain confidential, and used only for the purposes of the 
study.Theinterview material and the audio tapes were locked in a secure place, 
which ensured that nobody had access to it. 
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Babbie (2005:27) asserts that the research undertaken should strive to protect 
the participants from any form of exploitation. The researcher was vigilant 
during the interview, and cautious when interviewing the participants. They 
were encouraged to immediately inform the researcher if they 
becameuncomfortable with the process. The patient’s permission was 
sought,in order to eliminate any possible conflict between them and their 
partners.The researcher had a counsellor on standby to do debriefing,if a 
participant should need debriefing. 
 
Beneficence 
The patient and the partner/spouse were informed that there would be no 
personal gain attached to participation in the study. This removed the 
possibility of any false expectations.  
 
1.9. Dissemination of results 
A copy of the research results will be handed in to the Department of Health 
Eastern Cape, as well as the treatment centre where the study was conducted. 
The Nelson Mandela Metropolitan University will have a copy in the library of 
the University. A journal article would be prepared for submission to a peer-
reviewed journal; and the findings will be prepared for conference presentation 
on the management of communicable diseases.  
 
1.10. Concept clarification 
The key concepts that framed the study are subsequently defined, drawing 
primarily on the definitions outlined in the Eastern Cape Policy Guideline on 
the Management of Drug-Resistant Tuberculosis in South Africa (2007). 
Tuberculosis(TB): Tuberculosis is a curable, infectious disease caused by a 
germ that attacks any part of the body; but it usually settles in the lungs (SA 
Policy Guidelines on Drug-Resistant TB, 2007). 
Partner: This is defined as the person to whom one is married, or with whom 
one is having a sexual relationship (Oxford School Dictionary, 2002). In the 
context of this study, partner refers to the person to whom the patient was 
married, or with whom s/he was cohabiting at the time of the study.  
No harm to subjects
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Patient: A person who is physically or mentally ill, or who is undergoing 
treatment for physical or mental illness (Blackwell’s Dictionary of Nursing 
1997). In the context of this study, the patient will refer to those diagnosed with 
MDR and XDR TB. 
Multidrug-resistant: This comprisesresistance to both Isoniazid and 
Rifampicin – with/out resistance to other drugs (Eastern Cape Policy on the 
Management of Drug-Resistant TB in SA 2007). 
Extremedrug-resistant:This is defined as being resistant to at least 
Rifampicin and Isoniazid – in addition to any Fluoroquinolones, and at least 
one of the injectable drugs (Eastern Cape Policy on Drug-Resistant TB in SA 
2007). 
Long-term care: “Medical and personal care that extends over a long period 
of time, often years, for patients who require some nursing care, who may or 
may not be bedridden, and whose chronic illnesses may improve somewhat or 
become controllable” (Blackwell’s Dictionary of Nursing 1997). 
Hospitalization:“Placement of an individual in a hospital for observation, 
diagnostic tests, or treatment for some disease or disorder” (Blackwell’s 
Dictionary of Nursing 1997). 
Adherence: “Adherence means taking the recommended dose of prescribed 
medication at the recommended time and in the recommended way” (Brouard, 
2005:71).  
Resilience: Resilience is defined as maintaining adaptive functioning, in spite 
of risk factors (Rutter in Meyer, Glantz and Johnson, (1999). Resilience is 
defined as the ability to bounce back from a bad or difficult situation (Joseph, 
1994:25). 
 
1.11. Chapter division 
The division of chapters in this studyis as follows: 
Chapter One: Overview of the study 
Chapter Two: Research design and methodology 
Chapter Three: Discussion of the results and the literature control 
Chapter Four:Conclusions and recommendations for the study 
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1.12. Chapter summary 
This chapter has given the reader an overview of the context of theresearch, 
the background of the study, the problem formulation, as well as a pragmatic 
perspective on those theories linked to the study. The research design and 
methodology were introduced; and these are discussed in depth in the next 
chapter. 
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CHAPTER 2 
THE RESEARCH METHODOLOGY 
 
2.1 Introduction 
This chapter will deal with the research design and methodology,as well as the 
process followed in the implementation of the current study. 
 
2.1.1 Research question and sub-questions 
The following question and sub-questions were posed for the purpose of the 
study: 
• What are the factors that contribute to the resilience of partners of long-
term hospitalized patients while being treated for MDR and XDR TB in a 
treatment centre in Port Elizabeth? 
The related sub-questions were as follows: 
• What are the perceived experiences of partners of long-term 
hospitalization of patients with MDR XDR TB?     
• What are the strategies they use to cope with these challenges? 
• What were the strategies they used to cope with these challenges? 
 
2.1.2 Research goal and objectives 
The goals corresponding with the stipulated questions were as follows: 
• To enhance an understanding of the factors that contribute to the 
resilience of partners of long-term hospitalized patients diagnosed with 
MDR and XDR TB. 
 
The above goal has been translated into two objectives, which are stipulated 
below. 
• To explore and describe the perceived experiences for partners of long-
term hospitalized patients with MDR and XDR TB. 
• To explore and describe the strategies that partners utilize to cope with 
these challenges. 
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2.2 Research design and methodology 
The following section describes the research approach, together with the 
accompanying methodological considerations taken into account during the 
study. 
 
2.2.1 The research design 
 A research design is referred to as a “group of small, worked-out formulas, 
from which prospective researchers can select or develop one (or more) that 
may be suitable for their specific research goal” (De Vos et al., 2005:268).  
This study employed a qualitative approach, and was exploratory, descriptive 
and contextual in design, which collected the data on the effects of long-term 
hospitalization on the partners of MDR and XDR TB patients. 
 
2.2.1.1 Qualitative research 
A qualitative research approach aims to “provide an in-depth description and 
understanding of the human experience” (Lichtman, 2010:12). According to 
McRoy (as cited in De Vos et al., 2005:74), the qualitative approach is holistic 
in nature, and it aims mainly to understand social life and the meaning that 
people attach to everyday life. This approach focuses on understanding the 
participants in their natural environment rather than seeking to explain it. 
According to Davies (2007:10), qualitative methods involve an interpretive, 
naturalistic approach to the world, where the researcher would attempt to 
interpret phenomena in terms of the meanings people attach to them. 
The qualitative research approach was adopted in this study for the following 
reasons: 
• The one research question and three sub-questions of the study were: 
“What are the factors that contribute to the resilience of partners of long-
hospitalised patients treated for MDR/XDR TB in a treatment centre in 
Port Elizabeth?” and the two sub-questions were: “What are the 
perceived experiences of partners of long-term hospitalised patients 
with MDR/XDR TB?”; and “What are the strategies they used to cope 
with these challenges?”  
Considering the nature of these questions, a qualitative approach 
appeared to be the most appropriatemethod for this study; and as a 
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researcher, my aim was to seek natural experiences as the data for the 
study. 
• No or very little, research has been done on the resilience of partners of 
long-term patients with MDR/XDR TB.Consequently, this area needed 
to be explored. 
• The researcher made use of one-to-one interviews, in order to gather in-
depth data. 
• Each of the interviews was done in the comfort of the home of the 
participants – except for the pilot study, which was done at the 
workplace of the participant. The study focused on the participants’ 
experiences in their normal setting. 
 
Exploratory studies are of value in social scientific research (Babbie & Mouton, 
2005:80) because they allow the researcher to investigate a specific 
phenomenon that has previously been unexplored, or is still relatively new (De 
Vos et al., 2005:106). Few studies have to date been done on this specific 
topic; and the literature is, therefore, limited. The design selected was the most 
appropriate to meet the main aim and objectives of the study, and was 
particularly relevant to this study – given the scarcity of the literature on this 
topic. Descriptive studies in qualitative research refer to a more in-depth 
observation of a phenomenon and its profound meaning, leading to a more 
intense description (Rubin & Babbie, 2001, in De Vos et al., 2005:106). The 
researcher gained a better understanding of the dynamics involved in the 
resilience of spouses and partners of patients with MDR and XDR TB. 
 
Contextual research aims to understand events, actions and processes in their 
unique context (Babbie and Mouton 2001:272). Neuman (2006: 158) states 
that the “meaning of a social action or statement depends on the context in 
which it appears”.Babbie and Mouton (2001:272) emphasize the importance of 
understanding the participants of the study against the background of the 
whole context, as this context gives meaning; and then the researcher can 
truly claim to understand the experiences of the participants involved in the 
research study.  
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This study adopted a contextual design, as the participants were studied within 
their own context. Qualitative research provides context-bound generalizations, 
as opposed to quantitative research, which provides context-free 
generalizations. 
 
2.2.2 The research methodology 
Terre Blanche and Durrheim (1999) stated that qualitative methods allow the 
researcher to study selected issues in depth, openly and in detail, as they 
identify and attempt to understand the categories of information that emerge 
from the data. Research methodology describes the steps taken to implement 
the design. The research methodology sought to gain more knowledge on a 
specific topic. According to Babbie (2005:6), research methodology can be 
defined as the “epistemology, [which] is the science of knowing; [while] 
methodology might be called the science of finding out”.  
The next section explores the following factors related to the research process: 
• The researcher’s background; 
• The sampling procedure, including the population and sampling 
procedure; 
• Entry into the research site; 
• The pilot study; 
• The method of data collection; and 
• The process of bringing order, structure and meaning to the data 
collected. 
 
2.2.2.1 The researcher’s background 
I am employed as a social worker at an MDR and XDR TB Hospital. The 
research topic emerged directly from the challenges experienced in my service 
delivery to the patients. Based on my interventions with MDR/XDR TB patients 
over the past eight years, I have observed the negative effects that long-term 
hospitalization hason both the patient and their significant other. I have been 
particularly impressed by the partners of certain patients, whose supportive 
nature and level of co-operation with the health-care team resemble a resilient 
approach.  
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This support is offered, despite the role overload they have as a result of the 
patient’s hospitalization, and despite their own susceptibility to infection. It is 
these resilience factors and coping strategies that I have explored in this study. 
 
2.2.2.2 Population and sampling procedure  
Babbie and Mouton (2005:100) state that the population for a study is that 
group of people from whom we wish to draw conclusions. They further state 
that the researcher is never able to study all the members of thepopulation that 
interest them.However, a sample will be collected to be used for the collection 
of the data. Seaberg (in De Vos: 2011) defines a population as the total set 
from which the individuals or units of the study are chosen. For the purpose of 
this study, the population was the spouse/partner of long-term hospitalized 
MDR/XDR TB patients. 
According to Ospina (2004), qualitative research allows the researcher to 
understand social phenomena from the perspective of the people involved, 
rather than explaining it from the outside. Ospina further states that engaging 
directly with the participants involved in the phenomenon being studied and 
getting a first-hand account of their perspectives should accomplish this. De 
Vos et al. (2005:328) state that in qualitative studies, non-probability purposive 
sampling techniques are used, rather than random sampling. This entails 
seeking out individuals in the context where the phenomenon is most likely to 
occur (Denzin & Lincoln, in De Vos et al.,2005).  
 
This study employed structured purposive sampling, as the participants were 
identified using a set of related criteria, in order to be suitable for participation. 
One of the criteria initially stated that the participants have to reside in the 
Nelson Mandela Metropole;however, due to the limited access to suitable 
participants in this geographical area, the researcher had to access 
participants in districts surrounding the Nelson Mandela Metropole. Another 
criterion was that the participants should have a spouse or partner admitted at 
the MDR/XDR treatment centre for a period of twelve months.But because of 
the unavailability of participants,participants whose partners were admitted for 
at least six months were included. The last criterion that was specified, for 
31 
 
ethical purposes, was that the partners/spouses should not have been 
recipients of social work intervention by the researcher.  
 
As the only social worker at the hospital, most of the participants had been 
active clients at some stage of the researcher; and as a result, a fieldworker 
was employed to conduct the research interviews.     
 
The sample consisted of a pilot study and ten participants: five males and six 
females who had met the criteria, and granted consent to the researcher to be 
included in the research. As the pilot study formed part of the sample, a total of 
11 participants were interviewed.  
 
2.2.2.3 Entry into the research site 
The patients were informed about the study; and verbal permission was 
obtained from them to interview their spouse or partner – if they, as the 
potential participants, were willing to be included in the study.  
The patients were all willing to have their spouse or partner involved in the 
research;since this would impact significantly on service delivery at the 
hospital. 
 
Engaging the participants was largely without any major challenges; although 
three participants living outside of the Metro were difficult when it came to 
setting a time, and day that suited them. Accessing the local participants was 
unproblematic, although it was necessary to reschedule with one participant; 
as on arrival at his home, it was observed that he was intoxicated. The nature 
and the purpose of the study were explained to participants telephonically; and 
the initial explanation and consent letters were handed over on the day of the 
interview. The research interviews were done in the homes of ten of the 
participants. The pilot study however was done at the workplace of the 
participant. 
 
One participant requested that we make use of an interpreter, as she was 
more comfortable in Xhosa. Although all the participants were given the 
opportunity to allow us to bring in an interpreter if their first language 
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wasneither Englishnor Afrikaans some of them said that they were comfortable 
with English-while some preferred Afrikaans. During the interviews with these 
participants,some struggled to express themselves. Two of the interviews 
conducted with the participants had to be excluded, as the participants veered 
off the focus of the interview continuously; and no amount of redirecting could 
ensure a productive outcome of the interviews. 
 
The Pilot Study 
The pilot study was done at the place of employment of the participant at her 
request – in a private consultation room. 
The pilot study was done by the researcher; but during the consultation with 
the research supervisor, it was suggested that a fieldworker be used to 
conduct the interviews, as the researcher was too closely involved with the 
patients, and therefore experienced difficulty with detaching herself from her 
role as counsellor. Another important reason was that the pilot study revealed 
that the participant did not feel comfortable reflecting on the institutional 
challenges, fearing that the researcher would not be impartial. The research 
was done by a qualified social worker accompanied by the researcher, who did 
the audio recording for each interview. 
 
2.2.2.4 The method of data collection 
Grinnell (1997:117) stated that there are various ways of gathering the data 
directly from participants,when such information cannot be obtained by 
observation. This author further stated that interviewing is the most commonly 
used method of gathering the data for qualitative studies. Interviews can be 
structured, semi-structured, unstructured or conversational, in-depth or 
ethnographic.  
The following skills and values were applied during the interviews (adapted 
from Hepworth, Rooney, Rooney, Strom-Gottfried and Larsen, 2002): 
 
Questioning 
 Prepared questions were put to the participants, in order to gain the desired 
information.  
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Paraphrasing was used to restate the participant’s message concisely.  
Grinnell (1997:122) emphasized the advantages and disadvantages of open-
ended and structured questions. Structured questions would encourage the 
participants to answerstraightforward questions with ease, whereas open-
ended questions would allow them to speak more freely.  
The values applied during the interviewing comprised the following: 
 
Non-judgmentalism: 
The participantswere viewed objectively; and this reflected on the researcher’s 
attitude towards the participant. 
 
Meeting on own level: 
The participants were met on his/her own level of functioning, which was 
familiar to them.  The researcher did not sacrifice her own identity; but she 
rather made herself understood,as she moved through the intervention at the 
participant’s own pace. 
 
Confidentiality: 
The participants were assured that all the information would be treated with 
confidentiality. The research interviews were conducted at the homes of the 
patients’ partners,as this enhanced their level of comfort. Since the 
independent researcher is fluent in both Afrikaans and English, the interviews 
were conducted in these languages – unless otherwise requested by the 
partner of the patients. In cases where the participants’ first language was 
other than Afrikaans or English, the use of an interpreter, a staff member of the 
hospital, was utilized. These interviews were translated into English after 
transcription.The data were collected through individual semi-structured 
interviews with the participants for the study, as this was the most appropriate 
way to probe and clarify their experiences.  
The following questions were posed to the participants during the interviews:  
• How has it been since your partner was admitted to hospital? 
• How are you coping with this – your spouse being in hospital? 
• Do you have any support; and what resources are available to you? 
Paraphrasing theresponses 
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The richness and value of the data collected were strongly dependent on the 
skills of the fieldworker in drawing information from the participants in 
association with the questions asked.  
The following skills and values were applied during the interviews (adapted 
from Hepworth, Rooney, Rooney, Strom-Gottfried and Larson, 2002): 
• The questioning involved asking the participants the prepared 
questions;in order to collect information. 
• Meeting on their own level – the fieldworker tried to meet the 
participants on their own level of functioning, which was familiar to them 
by simplifying some of the questions in a more understandable 
language. 
• Confidentiality was discussed at the beginning of each interview to 
ensure each participant that all information gathered would be treated 
with confidentiality. 
• The researcher was non-judgemental in her approach towards the 
participants as they were viewed impersonally.  
• Open-ended questions were asked to encourage the participants to 
answer straightforward questions with ease, and to be able to speak 
freely. 
 
 The research interviews were conducted at the homes of the participants; and 
it was observed that this enhanced their level of comfort during the interview. 
The pilot study was done at the place of employment,by request of the 
participant. The participantswere mostly comfortable; and they arranged that 
we conduct the interview in a consultation room. The researcher had to probe 
and use shorter questions to keep the narrative going. The level of education 
of some of the participants might have had an impact on their understanding of 
the questions. Two of the participants were domestic workers; one was a farm 
labourer; one was self-employed; and one was unemployed; one was a police 
officer; and one was working for the municipality. The researcher had to 
concretise the questions because it was felt at some points during the 
interviews that the participants got stuck with the questions. The researcher 
also employed an independent interviewer, in order to obtain richer data from 
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the participants; but this was not very successful. However data collected was 
very thin as researcher should have invested more time preparing independent 
interviewer on probing for specific information.The researcher came to the 
conclusion that focus groups could have been a more suitable method of data 
collection.This was, however, not feasible, due to the location of the 
participants. 
One of the interviews could not be used, because the participant was 
separated from her husband, even before admission, and according to her, his 
hospitalisation had no effect on her household. The patient, however, did not 
relate this to the social worker when he was approached regarding research. 
When we arrived at the home of the second participant, whose interview was 
also unusable, we discovered that the patient had already been discharged 
from hospital. The challenge the researcher faced here was poor 
communication at the hospital regarding patients that are being discharged, or 
who had passed away. 
 
2.2.3 The data analysis 
De Vos et al. (2005:333) describe data analysis as the process of bringing 
order, structure and meaning to the mass of collected data. For the purpose of 
this, the interviews with the participants were recorded and transcribed, in 
order to establish a permanent record. The data collected were grouped into 
themes, sub-themes, categories and sub-categories, as suggested by the 
questions and the participants’ responses. The research questions were used 
as headings for themes, and the identified sub-themes were listed accordingly. 
 
This process of data analysis is suggested by Tesch (as cited by Poggenpoel, 
in De Vos, 1998) for the analysis of the qualitative data. 
Tesch proposes the following eight steps to follow in data analysis:  
• That the researcher gets a scope of the study by reading through all the 
transcriptions carefully, and notes any ideas, as they come to mind. 
• Select an interview that stands out and consider what it says; then make 
notes of what the message and meaning is of the information, as it 
comes to mind. 
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• After this process is repeated for all of several, if not all of the 
respondents, make a list of specific topics, and group together those 
related topics that could later be arranged into major, unique or leftover 
topics. 
• This list is taken back to the data; and the topics are then abbreviated 
as codes.  
• Codes are written in the relevant segments of the text; and the 
researcher then uses these codes, in order to form a preliminary 
method of organizing the data into new categories.   
• Categories then are formed by reducing the total list of topics, grouping 
together the topics related to each other, and finally, drawing lines to 
indicate their interconnectedness. 
• A final decision is made on the abbreviation of each category and the 
alphabetizing of the codes. 
• The data related to each category are assembled, and the preliminary 
analysis is formed.  
• Lastly, the researcher recodes the remaining data, if necessary.  
 
For the purpose of this study, the researcher made use of an independent 
coder, in order to ensure the objectivity and conformability of the study. 
Between the last two steps, the researcher, the supervisors and an 
independent coder discussed information. The findings were compared and 
grouped into themes, sub-themes and categories. 
 
Ensuring trustworthiness 
This is a vital component for the evaluation of qualitative data collection. 
During this particular process, questions are asked regarding the credibility of 
certain findings, and also whether it is transferable and applicable. Marshall 
and Rossman (in De Vos et al., 2005:345) point to the importance of 
establishing the truth value of a study.  
 
Guba’s model of trustworthiness and qualitative research, as cited by Krefting 
(2001:215-221) suggests a valuable tool, whereby researchers can assess the 
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trustworthiness of qualitative data. The model is based on the identification of 
four basic aspects relevant to quantitative and qualitative studies: 
 
Truth value 
This refers to how confident the researcher is with the truth of the findings, 
based on the research design, the participants who participated in the study, 
and the context in which the data were collected. Babbie and Mouton (2007:9) 
describe the meaning of “truth” in qualitative research as,“…the relationship 
between the data and the context”.The research design, the sampling 
technique, and a clear description of the context in which the research was 
conducted, determine the level of confidence in the truth of the findings 
(Krefting, 1991:215). 
The truth value is determined by applying the following aspects, as suggested 
by Guba’s model (in Krefting, 2001:215-221): 
 
Credibility 
This refers to the alternative validity aimed at demonstrating that the inquiry 
was conducted in such a manner, as to ensure that the theme was accurately 
identified and described. The researcher would lengthen the stay in the 
research field to ensure that the participants were comfortable enough to share 
even the most sensitive information. Reflexivity refers to the assessment of the 
influence of the investigator’s own background, perceptions, and interests in 
the qualitative research approach (Ruby, cited in Krefting, 2001). The 
strategies of peer examination and interviewing techniques were used. The 
supervisor of the study provided guidance as an experienced researcher. Peer 
examination was used as one of the strategies. The researcher accompanied 
the independent researcher on all the interviews conducted for consultation 
and guidance. 
The researcher made use of semi-structured interviews; and a pilot interview 
was conducted, in order try out the research questions.  
 
Transferability 
Transferability, according to Lincoln and Guba, refers to the use or 
demonstration of one set of findings to another context – outside the study. It is 
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also important that the researcher should provide dense background 
information on the informants. This also reflects whether the research findings 
can “fit into contexts outside the study situation, [as] determined by the degree 
of similarity” (Krefting, 1990:216). The researcher had a nominated sample, 
and proposed clear sampling criteria (see section 2.2.2.2). The researcher 
provided information on the sampling group, as well as on the setup in which 
the research was done. The data were obtained through semi-structured 
interviews. 
 
Dependability 
The researcher attempts here to account for any change in the conditions of 
the phenomenon chosen for the study, as well as changes in the design. 
Lincoln and Guba suggested that a single audit of the research could enhance 
both the dependability and the confirmability of the project. Dependability can 
also be enhanced through triangulation – to ensure that the weaknesses of 
one method of data collection are compensated for by the use of alternative 
data-gathering methods.Marshall and Rossman (cited in De Vos et al., 
2005:345) ask the following question: How can we be reasonably sure that the 
findings would be replicated, if the study were conducted with the same 
participants in the same context?Consistency considers whether the findings 
would be consistent if the research project were replicated with the same 
participants, or in a similar context/setting (Krefting, 1992:216). Consistency is 
defined in terms of dependability (Guba, in Krefting, 1991:216). 
The researcher, in chaptersone and two, gave a clear description of the 
methods used to collect and analyse the data, in order to also ensure 
consistency throughout the process. The researcher, the supervisor and the 
co-supervisor, together with the independent coder, held a combined 
meeting,in order to reach consensus on the themes and sub-themes from the 
data. 
 
Confirmability 
This final construct captures the traditional concept of objectivity. The question 
that needs to be answered is whether the study could be confirmed by another. 
This strategy involves an external auditor attempting to follow through the 
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progression of events, in an attempt to understand how and why the 
variousdecisions were made. The service of an independent coder was 
employed during data analysis. 
Marshall and Rossman (cited in De Vos et al., 2005:345) ask the following 
question on confirmability: How can we be sure that the findings are reflective 
of the subjects and the inquiry itself, rather than merely a creation of the 
researcher’s biases or prejudices?Neutrality, as the fourth aspect of 
trustworthiness, refers to the degree to which the findings are a function solely 
of the informants, and the conditions of the research – and not of other biases, 
motivations and perspectives (Guba in Krefting, 1991:216).  
Neutrality is achieved through the strategy of confirmability, and by means of 
the following criteria:  
• A confirmability audit: This is where an external auditor tracks the 
natural history and progression of events in a project to try and 
understand how and why certain decisions were made. 
Auditability also implies that another researcher would arrive at 
comparable conclusions, given the same data and research 
context (Lincoln & Guba, as cited in Krefting, 1991:221). 
• Triangulation of multiple data-collection methods, data sources 
and theories. 
• Reflexive analysis is also useful, as it bring to the researcher’s 
awareness his/her influence on the data (Krefting, 1991:221). 
 
2.5. Ethical considerations 
Ethical considerations, according to Creswell (2003:62-63), are the codes of 
ethical practice that the researcher needs to take into account when 
undertaking a study. Bless and Higson-Smith (2004) discuss the generally 
accepted ethical rights of participants, which should be respected by the 
researcher. The following ethical considerations apply to this study:   
 
Obtaining informed consent:  
It was essential that the patients and their partners/spouses be duly informed 
on the purpose of the study, and how the results would be utilized. Permission 
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was obtained from the participants in the form of written consent. This ensured 
that they hadno misconceptions/personal expectations with regard to the 
research. This initial process was initiated by the gatekeeper,who was the 
occupational therapist in this research.  
 
Privacy and Voluntary participation 
The participation in this research was voluntary; and participants were given 
the right to refuse to divulge certain information. The gatekeeper provided the 
potential research participant with the option of being interviewed by one of the 
research supervisors – should they have any discomfort about being 
interviewed by the researcher. They would also be informed that there is no 
punitive consequence for refusing participation in the study; neither would 
there be any recourse, should they decide to discontinue participation at a later 
stage. The interview would be conducted in the home of the participant,and in 
an environment conducive to respecting the participants’ privacy. 
 
Anonymity 
Many people are prepared to disclose information, but do not want their names 
to be mentioned in the study. The researcher assured the participants thatthis 
rightwould be respected.The fact that the researcher focused on 
spouses/partners, whom she has not seen, also addressed this concern, 
thereby keeping the participants’ identity private. The participants were briefed 
on the fact that their identity would be respected and protected. 
 
Confidentiality 
The researcher informed the participants that the information gathered in the 
study would remain confidential; and it would only be used for the purpose of 
the study.  Interview material and audio tapes would be locked away – to 
ensure that nobody would have access to them. 
 
No harm to subjects 
Babbie (2005:27) asserts that the research undertaken should strive to protect 
the participants from any form of exploitation. The researcher was vigilant 
during the interview, and thoughtful when interviewing the participants. They 
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will also be encouraged to immediately let the researcher know if they are 
rendered uncomfortable by the process. The patients’ permission was also 
obtained – to eliminate the potential for conflict between the partners in this 
respect. The researcher had a counsellor on standby to do debriefing, if a 
participant should need debriefing after the interview. 
 
Beneficence 
The patient and the partner/spouse were informed that there are no personal 
gains attached to participation in the study. This removed the possibility of 
false expectations. The participants were also informed that the research 
would contribute to the improvement of service delivery to in-patients and their 
significant others. 
 
2.6 Dissemination of results 
A copy of the research results will be handed in to the Department of Health 
Eastern Cape, as well as to the treatment centre, where the study was 
conducted. The Nelson Mandela Metropolitan University will have a copy in the 
library of the university. A journal article will be prepared for submission to a 
peer-reviewed journal, and an article/paper will be prepared for conference 
participants on the management of communicable diseases.  
Participants were also informed that they had the right to withdraw from the 
research process, if they were in anyway uncomfortable with their involvement. 
The data were collected through the use of an audio tape-recorder; and 
additional consent was obtained from the participants, in order to record the 
individual interviews. 
 
2.7 Chapter conclusion 
This chapter examined the research design and methodology that was 
employed for the purpose of this study. The research goals and objectives 
were discussed at the beginning of this chapter. The qualitative, descriptive, 
exploratory and contextual design was also explained. Under the research 
methodology, sampling measures, the data collection through interviews, and 
the data analysis by using Tesch’s model was presented. The next chapter 
discusses the findings of the research and the literature control.  
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CHAPTER 3 
DISCUSSION OF FINDINGS AND LITERATURE CONTROL 
 
3.1 Introduction 
This chapter contains a discussion of the analysed data and the verification of 
the literature. The goal of the research was to enhance an understanding of 
the factors that contribute to the resilience of the partners of long-term 
hospitalised patients diagnosed with XDR and MDR TB. 
The biographical details of the participants are described in the first section of 
Chapter 3, in order to give the reader an overview of the patients’ 
spouses/partners who participated in the study. The themes and sub-themes 
will then be presented and underscored by quotes from the participants, where 
these are relevant. As these are verbatim extracts of the participants, it would 
explain the incorrect grammar in some of the quotes. 
The findings, which have been subjected to a literature control, are organised 
around three themes:The participants’ perceived experiences of the patients’ 
hospitalization; the challenges encountered by the participants; and lastly, the 
coping strategies employed by the participants. 
 
3.2 Biographical description of the sample 
The research sample consisted of eleven participants, whose ages ranged 
between 30 and 70 years. Five of the participants were “Africans”, and Xhosa-
speaking, while the other six were “Coloureds” and Afrikaans-speaking. Eight 
of the participants were from the Nelson Mandela Metropole; while the other 
three resided in surrounding areas of the Eastern Cape. The majority of the 
participants lived under sub-economic conditions, with the exception of two 
participants, who had a middle-class socio-economic status. Two of the eleven 
interviews had to be excluded from the analysis and the discussion phase of 
the study, as the data generated were largely irrelevant to the focus of the 
study. One of the interviews could not be used, because the participant was 
separated from her husband, even before admission; and according to her, his 
hospitalisation had not had any effect on her household. The patient, however, 
did not relate this to the social worker when he was approached regarding the 
research. When we arrived at the home of the second participant, whose 
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interview was also unusable, we discovered that the patient had already been 
discharged from hospital. The challenge that I faced here was poor 
communication at the hospital regarding patients that are being discharged, or 
who had passed away. 
 The ensuing themes and subthemes are hence the results of the analysis of 
nine in-depth individual interviews. The table below shows the biographical 
data of the nine research participants in terms of: their sex, language and 
employment status. 
 
44 
 
Table 1: Biographical profile of the research participants 
Participant no. Sex Language Employment Status Relation to patient 
A Male Xhosa Factory worker Husband 
B Male Afrikaans Municipal worker Husband 
C Male Afrikaans Farm worker Husband 
D Male Xhosa Police Officer Husband 
E Female Afrikaans Domestic worker Wife 
H Female Xhosa Was self-employed Wife 
I Male Xhosa Unemployed Husband 
J Female Afrikaans Domestic worker Common Law wife 
K Female Xhosa Health Counsellor Wife 
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3.3 Overview of the research themes and sub-themes 
The table represents a summary of the three main themes, their accompanying sub-themes, and the associated categories. 
Table 2: Summary of themes, sub-themes and categories 
Themes Sub-themes Categories 
Partners’ perceived experiences of the 
patients’ hospitalisation 
Feelings experienced 
• Emotional difficulties 
• Loneliness/Longing for spouse  
• Anger /frustration with the situation 
• Fear (of spouse dying) 
 
Participants’ reaction to the emotional 
experiences 
• Seeking alternative companionship 
• Reaching out to partner 
telephonically 
• Crying 
Challenges encountered by the 
participants 
• Financial difficulties 
• Day-to-day responsibilities 
• Spouse’s resistance to being 
hospitalised 
• Marital difficulties 
• Protecting spouse from negative 
information 
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• Lack of information about the illness 
and treatment process 
• Lack of support 
• Fear of infecting children 
Coping strategies used by partners 
Personal Coping Strategies 
 
• Spiritual dimension 
• Positive approach to life 
• Escapism in leisure activities 
• External support and resources  
• Support from hospital 
• Support from family and friends 
• Acquired knowledge and training 
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3.3 Theme 1: Partners’ perceived experiences of the patient’s 
hospitalisation 
The researcher used the direct words of the participants and did not correct the 
language used by them. There are however grammatical errors in the verbatim 
quotes of the participants. 
There was considerable similarity in the participants’ description of how they 
had experienced their partners’ long-term hospitalization. These descriptions 
focused on the physical and emotional discomfort experienced, as well as their 
concern for the patient’s health at the time of the interview. One participant had 
mixed feelings about his wife’s hospitalisation, acknowledging that she needed 
to be hospitalised, yet also expressing the fact that he needed her at home. 
Three more participants acknowledged the value of in-patient treatment, 
despite the loss of their partners from the home.  
Another participant shed some light on the role reversal he had experienced, 
and the subsequent total disintegration in his family – as a direct consequence 
of his wife’s hospitalization.  
 
The participants’ perceived experiences are presented as two sub-themes. 
These sub-themes describe the feelings they experienced, and secondly their 
reaction to these experiences. 
 
3.3.1 Sub-theme 1: Feelings experienced  
This sub-theme will encapsulate a range of four different emotional 
experiences, as reported by the participants. These include: emotional 
difficulties, loneliness without their spouse, loss of companionship, anger, 
frustration, depression and helplessness,in addition tothe fear of their spouse 
dying. 
 
3.3.1.1 Emotional difficulties 
The participants needed little encouragement in relating their emotional 
difficulties experienced during the time of their partner’s hospitalisation. Some 
of the responses are reflected below: 
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“ Dis baie moeilik” [It is difficult]  “ En nou ek probeer ook om van dit iets te 
maak. Dit is mos ook my lewe wat daaraan onderworpe is” [and now I am 
trying to make sense of it, because my life is also subjected to it.] 
 
 The participant thickened the narrative by describing that what he had 
experienced, as being the most difficult, was the absence of his partner’s love, 
when she was not physically present. This was articulated as follows:  “Love 
lost.....when she is away”. 
 
 Another participant’s emotional experience of depression related to her having 
to cope without her partner’s assistance.This was articulated as follows:   
“Ek....ek het net so gevoel ek baie depressie gevoel, ek was baie vir stress 
omdat hy my nie meer kan help” [I experienced stress and depression because 
he could not be of assistance to me anymore.] 
 
One of the participant’s emotionality centred around her sympathy for the 
patient, which was described as follows: 
 “It makes me feel very bad for him being there. Very very bad”. 
 
Another participant described how the unfamiliarity with the medical condition 
compounded the intense emotional experience for her:  
 
“.....in die eerste plek was dit vir my swaar. Ek het nie iemand wat familie het 
wat TB het .....en ek het baie gehuil”. [In the first instance, it was difficult for 
me, as no one in the family has had TB...I cried a lot.]  
 
It is evident from these responses that the emotional difficulties were brought 
on by the participants’ ignorance of the illness; their need for emotional 
closeness with the patient; missing the practical assistance offered by the 
patient; and the realisation that the patient’s illness had a direct impact on their 
functioning. 
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The participants claim that if they had been informed from the start on the 
reason for hospitalisation and the treatment procedure of their partners they 
would be more supportive of the process.  
 
A study conducted by Breder (2006), focusing on parents’ experiences of their 
own chronic illness and its impact on the family, are in agreement with the 
findings of the present study. The parents in Breder’s study were reported to 
be struggling, because their ability to cope with nurturing, parenting and family 
activities had been significantly reduced. They, furthermore, expressed 
concern about the effect of their illness on their children.  
 
The findings from the present study illustrate how the hospitalisation of a 
patient with MDR/XDR TB has consequences – not just for the patient – but 
also the entire family. This will become evident from the discussion that 
follows. 
 
3.3.1.2 Loneliness without spouse 
 Six of the participants emphasised that they had experienced feelings of 
loneliness, as a result of their spouses’ hospitalisation. 
One of the participants’sense of isolation was compounded by his own need 
for support, triggered by his own diagnosis with TB, for which he had received 
treatment as an outpatient. The quote below (which reflects his difficulty to 
express himself) is suggestive of him being preoccupied with thoughts, which 
were articulated as follows:    
 
”Ek kan nie rerig alleen bly nie . Ek kan nie. Ek kan nie. ......Jy sien ek dink 
aanhou aan “ .[I cannot really be alone, I can’t. I can’t. ...you see I think 
continuously a lot.] 
 
Several of the participants described how their loneliness centred around them 
missing the sharing of certain routines with their partners, such as having 
meals together; having someone to talk to, or simply someonewho understood 
them. The lines that follow express these sentiments:   
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“Ja, want ek is eensaam; ek is eensaam” [Yes because I’m lonely; I’m lonely.] 
“Ek se dit is vermissing vir my nou eintlik by die huis.”[Her absence leaves a 
void at home]). “…… is sy weer weg gaan na is dit maar…..OK; maar……dan 
het ek nie weer geselskap nie.”[ If she goes again than it is OK, I suppose; but 
then I don’t have anyone to talk to.] 
“Hy het altyd geweet hoe ek voel; en ek het altyd geweet hoe hy voel.” [He 
always knew how I felt; and I, in turn, knew how he felt.] 
 
 
3.3.1.3 Anger/Frustration with the situation 
Angry outbursts and intense experiences of frustration appear to have been 
very common feelings reported by the participants. Five of the participants 
recalled their frustration with the situation brought on by the patients’ 
hospitalisation. 
These feelings were articulated as follows: 
 
“Ek kan ….ek moet kwaad wees. Jy sien, die kinders ook, hulle raak sleg 
groot, jysien, hulle ken my nie.” [I should be angry. You see, the children’s 
development is now also affected, as they don’t know me.] 
 
Further probing with this participant, revealed that he deemed himself unfit as 
a parental figure,because he was largely absent in his child’s rearing. His 
frustration, hence, stemmed from his own feelings of inadequacy in attending 
to his children’s developmental changes and needs, especially since he had 
been an absent parent, prior to his wife’s hospitalisation.  
 
Hogan, Hallpenny and Greene (2002) are of the opinion that most children of 
divorced parents continue to have a close relationship with their non-residential 
parent. They further stated that those who had contact with the parents 
showed less distress during the separation. They also confirmed that it is 
important for the absent parent to have regular contact with their children. In 
the case of this study,that would be the long-term hospitalised parent. 
 
51 
 
A male participants’ frustration centred on his disagreement with the nature of 
the medical treatment, as he could not comprehend why the patient could not 
just administer her own medication at home, instead of needing to be 
hospitalised – when the only form of treatment she was receiving was oral 
medication. He expressed himself as follows: 
 
“Ek meen sy lênou daarso, sy drink net pille, sy kan dit mos hier by die huis 
ook doen.” [I mean she’s just lying there and drinking tablets, she could do that 
at home as well.] 
 
The comment by the participant is suggestive of a knowledge void, which is 
similar to the findings of Lourens (2013). This author found that Xhosa patients 
who participated in her study, often sought help from a traditional healer 
because of a lack of knowledge about their cancer diagnosis. They complained 
about not understanding the doctors who spent insufficient time with them, and 
used complicated medical terminology they did not understand. 
 
Lack of knowledge of the patients’ diagnosis and MDR/XDR TB brought about 
feelings of frustration, anger and helplessness for some of the patients in this 
study, as evidenced by the following statements:  
 
 “Sometimes I just lose my head, and I say “yes, these things make me angry!” 
“Ek is baie…ek blameer…ek, ek…ek is….baie partykeer depressed.” [I am 
very…I blame…I,…I am depressed sometimes.] 
 “Then I’m feeling uh…sometimes you feel angry….because I remember one 
time….she was sick then…I was angry because I felt like the hospital doesn’t 
care about the patients.” 
 
Further probing indicated that the participant’s anger was triggered by a 
perception that his wife was in the care of uncaring medical personnel, which 
in his view, prolonged her hospital stay.  
 
Walsh (1999:226) states that in order to optimize the patient’s functioning, and 
to reduce the risk of serious relapse, as well as preventing the need for 
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rehospitalisation, family members should be partners in the treatment from the 
time of hospital admission through discharge, with planned follow-up and 
referral for outpatient-sustained care.    
 
3.3.1.4 Fear of spouse/partner dying  
One of the participants shared the fear of her loved one dying, as a result of 
MDR/XDR TB. She articulated her fear as follows: 
“MDR is a TB that kills people.” 
 
This participant was in the unfortunate position that her spouse was one of the 
first patients in the Eastern Cape to be diagnosed with, and hospitalised for, 
XDR TB treatment. The fact that the media portrayed drug-resistant TB as fatal 
contributed to the perception that the patients were going to die anyway and 
that hospitalisation would serve no purpose other than distance the patient 
from their family. This was also compounded by the participant’s lack of 
knowledge about the disease.  
 
Recounting his personal experience with a chronic illness, Walsh (1999:208) 
emphasised the importance of providing information and education to both the 
patient and the family, in order to facilitate coping with such a condition.  
 
3.3.2 Participants’ reaction to the emotional experiences 
Several of the participants shared how they deal with their feelings of 
loneliness brought on by their partners’ hospitalisation. Their responses 
included seeking alternative sources of companionship in their neighbourhood, 
making telephonic contact with their partners, and giving expression to their 
feelings by crying. These are cited below: 
 
“As ek nie voel om by die huis eet nie dan stap ek hieroor na my suster toe of 
ek….” [If I don’t feel like eating at home, then I go over to my sister or I …] 
“And sometimes when I miss him, or just think, I phone him; and we talk, then I 
am strong.” 
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“huil ek so omtrent…….omtrent elke aand. Huil ek dan verlang ek oor hom.‘n 
Baie groot vermisting vir my” [I cry almost every night. I miss him a lot. It’s a 
huge void in my life.] 
 
The reports by the participants allude to the roles and functions that their 
partners fulfil in their lives, as they described their losses in terms of the 
absence of these roles. Knox and Schacht (2012) made reference to 
Steinberg’s theory of love, which consists of three different facets of 
love:intimacy, passion and commitment; with the presence of all three 
components constituting consummated love. The presence of intimacy,without 
any commitment, is called companionate love, which seems to be what most of 
the participants are missing – as a direct result of their partners’ 
hospitalisation. 
 
Participants’ narratives’ reflect that they are managing their longing for their 
partners in a constructive manner, which is contrary to the findings of 
Liefhooghe, et al. (2000). These authors conducted a study on patients’ 
experiences of chronic illness, and found that the difficulties and debilitating 
consequences are numerous. They found that both male and female TB 
patients face many social and economic problems; but that female patients 
seem to be more affected, and that their relationship often ended in divorce 
and broken engagements, primarily because their male partners find less 
constructive ways of having their needs met.  
 
The findings from this study, furthermore, suggested that male partners had 
difficulty coping with household chores during their wives’ hospitalisation; and 
they frequently opted for separation (Liefhooghe et al., 2000).  
 
3.4 Theme 2: Challenges encountered by the participants 
The participants reflected on the practical challenges with which they had to 
deal since their spouse or partner’s admission to hospital. Issues, such as 
having to fulfil dual roles, making use of alternative care-giving for their 
children, whilst their partners were hospitalised, as well as being confronted 
with the presentation of behavioural challenges by their children – these 
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challenges were among those experienced by many participants in the current 
study. These were reported to lead to stress and depression for some of the 
participants. For example, two of the participants articulated their stress in the 
following way:  
 
“ Ek...ek het net so gevoel ek baie depressie gevoel, ek was baie vir stress 
omdat hy kan my nie meer help nie.” “Ek meen met al die klomp kinders en ek 
het vanaand nie kos vir hulle nie; ek meen, dis mos ‘n moeilike storie......en 
dan gaan ek deur baie stress wanneer  ek nie [hulp] het nie.”(I felt depressed  
because he could not help me anymore; when I did not have food for all the 
many children, I experienced alot of stress – it is a difficult story.) 
 
Another participant described the stress experience and response as follows: 
“Uh!It’s stressful...ja , because without a wife at home, gap. Cause...you use to 
be...to...to....stay with your wife, now your wife is in hospital. So understand it’s 
stressing.” 
 
A study done by Harilall (2008:36) on the experiences of patients on 
haemodialysis confirmed that a debilitating factor that accompanies long-term 
hospitalisation is the economic impact on the family, especially if the patient 
was the sole breadwinner. Liefhooghe et al., (2000) support this view and 
further state that the remaining partner, in addition, has to deal with the 
household demands, as well as support their spouse/partner, which culminates 
in relationship strain.  
 
The discussion that follows further explains the six sub-themes, as they relate 
to the challenges that the participants encountered,resulting from their partners 
being hospitalised.  
 
3.4.1 Financial difficulties 
The narratives shared by the participants highlighted the financial impact on 
the patient’s family as being the greatest challenge for the spouse that stays 
behind to manage the household. It is also just as difficult when the patient is 
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discharged, as they frequently struggle to get employment because of the 
stigma attached to their condition. 
Daily expenses were one of the three categories that emerged from the above 
sub-theme, and the participants expressed themselves in the following quotes: 
 
“I was not working, and I was pregnant that time admitted and...... Yes, he was 
working before; so he was the breadwinner, then I started to work ....” 
“Dit is onkoste, my huis gaan agteruit..... Daar is tye wat ek in hierdie huis niks 
gehad het nie, verstaan......” [It is an expense .....there were times when I had 
nothing in the house.] 
 
 “Is nou soos kos man.....ek stress baie man, as ek nie iets het vir die kinders 
om te eet nie, dan is dit nie vir my lekker nie. Ek moet vir almal sorg om te eet. 
Daarom se ek as ek nie geld het nie, en iets om te eet nie, dan stress ek baie.” 
[If I don’t have food for the children, I stress]. 
 
“I’m struggling, joh I’m struggling. Me and my children are struggling. We 
arestruggling like now, we’re eating white stywe pap; I cry, but I call 
nobody.......he is getting a grant; and he gives us some of his money....” it’s 
because I don’t have the finances to go buy mos and sell again. Because he 
used to give me to buy and I’d sell,but I don’t have [anything] now.” 
 
It is evident from the last participant’s quote that she also had to forfeit her 
income-generating project, as her partner used to assist her in purchasing her 
produce, which she then sold, as a way of sustaining herself and her children. 
Since her partner’s admission to the hospital, she has had to be totally 
dependent on his contribution from his disability grant. The additional transport 
cost to visit the patient in hospital, also adds to the financial strain. 
 
Maslow, as cited in Santrock (2004:430) states that an individual’s main needs 
are satisfied in the following sequence: physiological, safety, love and 
belongingness, esteem, and self-actualization needs. This theory by Maslow 
suggests that a person’s need for hunger must be satisfied first – before any of 
the subsequent needs can be addressed. However, this is contested by 
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participants’ abilities to attend to their children’s emotional and other needs, as 
will be illustrated under heading 3.5 below. 
This does not undermine the need for economic support, however, as 
evidenced by Patterson (2002:353) and Berns (2007:89), who both describe 
economic support as a basic family function, which provides the basic needs 
and other resources to enhance human development. This is in agreement 
with the findings of Belgrave and Allison (2010:111),who highlight the fact that 
the family basically has two functions to fulfil: the instrumental function and the 
expressive function.Instrumental functions comprise the provision of physical 
and material needs; whilst expressive functions involve the provision of 
emotional support and nurture.  
 
The participants were rather articulate about the financial costs they had to 
incur, as a result of their partners’ hospitalisation. This unique financial stressor 
was exacerbated by the geographical location of the hospital, (removed from a 
public transport route),resulting in participants having to hire private transport 
at an excessive cost to and from the hospital. Given the absence of and/or 
limited financial resources, the participants often had to choose between 
visiting the patient versus allocating the financial resources to provide for their 
children’s needs. This is complicated by the patient’s expectation that the 
participant would bring something nice to eat, and some spending money 
when they visit them.  
 
Their narrations reflecting the financial cost associated with their partners’ 
hospitalisation are cited below: 
 
“Because I want to do grocery and give her the money.” 
 “Dan het ons end van die maande afgegaan, dan neem ek vir haar geld 
en.....”[[At the] end of the month, we go down to the hospital, and then I give 
her money.] 
 “But it’s costing me money! I phone her, two, three times a day.” 
 “I make sure I go......I am struggling with the busfare to go there, but I make 
sure that I go even once a month.”  
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 “En dan vat ek nou van daai geld, en dan vat ek nog taxi fare hier op 
hospitaaltoe.”[Then,I take of that money for taxi fare to hospital.] 
It is evident from the participants’ narratives that whilst visiting their partners in 
hospital was experienced as being very costly, most of the participants 
continued to visit their partners, as they acknowledged the importance of 
maintaining regular contact with their loved ones. 
 
In addition to the lack of financial resources, two participants also disclosed 
how their inability to work with money added to their financial struggles: 
“Ek ken nie geld hierby my hou nie want eke eet aanhou uit die winkel, so ek 
mors die geld so. Daar’s nou die bank,ek ken nie my geld los in die bank nie, 
why because hier gaan goete wat nou …..skuld en so ante so hulle vat my 
geld daar by die bank. So ek maak betaal hulle elke maand.”[I cannot keep the 
money with me because I eat out of the shop and waste the money. Then 
there is the bank, I cannot leave the money in the bank, because there is debt, 
so they take my money at the bank. So I pay them every month.] 
 
The second participant tried to explain that there is no culture of saving in their 
household, and expressed himself as follows: 
“Ja….nee, nee, nee, sy het nou met in die, hierso in die huis gewerk.”[My wife 
was working with the money at home.]  
 
Chang et al. (2004) found that patients diagnosed with TB were less likely to 
find work, and less able to work and care for their families, hence confirming 
their view that TB creates one of the greatest financial burdens amongst lower-
income communities. Laird (2008:135) is of the opinion that social workers 
should change their way of service delivery, especially to clients who are from 
poor communities. Social workers should become more creative, and use the 
strength-perspective approach. Social workers should be able to build on the 
resources already available to their clients. 
 
3.4.2 Day-to-day responsibilities 
The day-to-day responsibilities are one of the practical challenges that 
participants had to deal with during their partner’s hospitalisation. This specific 
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sub-theme focuses on the basic household activities with which participants 
have to deal. 
The following quotes describe their challenges: 
“ Ek kan nie al die goete doen nie. Ek kan nie kook ook nie; ek eet in die 
winkel. En ek moet nou mense vra om te knie en soo aan te…“ [I can’t do all 
those things. I can’t cook; I eat out of the shops. I have to ask people to assist 
me.] 
Another participant simply describes his wife’s hospitalisation as “an 
inconvenience to me”. 
 
The above participant felt his daily routine had been interrupted, since his 
wife’s admission to hospital, as he had to take on extra childcare tasks that 
were previously fulfilled by her. 
 
Another participant described how the substitute housekeeper (in this instance 
his daughter) did not fulfil these duties as efficiently as his wife. He expressed 
himself as follows:   
“Hierdie klere wat ek hier aanhet. En dan my huishouding wat ek nou altyd like. 
Jy weet ‘n kind doen nie ‘n ding soos sy dit vir my doen nie ....” [These clothes 
that I am wearing and then my household that I am fond of. You know a child 
cannot do the things the way she used to do them for me]. 
 
Another participant complained about the addition to his chores, which now 
included having to do grocery shopping, pay the household accounts, as well 
as the family insurance. It is evident from the male participants’ responses that 
they complain more readily about the role overload, suggesting the prevalence 
of strong gender stereotyping of the different roles. 
 
Young and Long (1998) defined role overload as part of the dual-career 
lifestyle, as a sociological term – referring to taking on more work than one can 
manage in a specific role or roles. According to them, role overload creates 
stress and strain in a relationship, because there is less on the rewarding 
aspects of interaction, and more on maintenance and scheduling functions. In 
this instance, the participants in this study seemed particularly ill-equipped to 
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deal with the additional roles, as the females seemed to have been primarily 
responsible for the household chores. 
The parental responsibilities also emerged as one of the practical challenges 
that the spouses or partners faced. It was apparent that the mothers were the 
disciplinarians in these families; and therefore, their hospitalisation affected the 
family functioning in multiple ways, as evidenced from the quotes below: 
 
“Maar nou die kinders, hulle raak sleg groot. Want die ma sy is nie hier nie.” 
[But the children they are becoming bad because the mother is not here.]  
“Like Sundays she used to go to church with the kids. Now, we are staying with 
my sister...You see now the kids are gonna grow up without a mother, without 
a mother’s love.” 
 
One participant indicated that he had to leave his job to attend to his sick child, 
as well as taking him to hospital; whereas this would have been the duty of his 
wife. 
 
Another participant was of the opinion that the children were becoming 
estranged from the mother, as she was admitted to hospital when they were 
small. Furthermore, he is trying to fulfil a dualrole by being both mother and 
father to the children. 
 
While most of these quotes suggest a negative outcome for the children, as a 
consequence of the mother’s absence, two participants saw the potential 
benefits in other relationships and context. This they describe as follows:  
 
“ ja....to be...take the role that she was playing, while she was still with the kids. 
I have to see that the house is clean, and am now more close to them; and 
they confide in me.” 
 
Another participant reframed her husband’s absence by saying to herself that 
at least their child would be older by the time he is discharged from hospital.  
Considering the above comments, it is evident that some families experience 
the changes in parental role as positive, and others in a negative manner. 
60 
 
The family life-stage developments of the participants range between the new 
parent stage (infant to 30) and teenage stage (oldest child: 13 to 30 years) 
(Carter & McGoldrick, in McWhirter et al., 2007:68). The major developmental 
task for these stages, according to McWhirter et al. (2007:68) is learning and 
applying effective parenting skills to help the children learn how to interact 
positively with others. 
 
Hogan, Halpenny and Green (2002) are of the opinion that children who have 
less contact with the non-residential parents during parental separation show 
more distressed feelings than do those who maintain regular contact with both 
of their parents.   
 
According to Bowlby (1953:13), the relationship between mother and child is 
vital, as described in this definition: “A warm, intimate, and continuous 
relationship, in which both find satisfaction and enjoyment”.  It appears from 
the findings that the absence of a female patient, especially mothers,has a 
negative effect on most of the participants and their families – with the children 
presenting with behavioural problems. Furthermore, Aintsworth, as cited in 
Byng-Hall (1995) emphasised that the age of the child influences their 
attachment needs, with younger children needing the physical presence of the 
attachment figure; whilst older children take comfort in the emotional bond. 
Another participant said the following: 
 
“ Ek gaan deur baie dinge hier by die huis omdat...deur die feit dat hy nou nie 
hier is nie, maar dis nou iets wat ek moet handle.” [I am going through alot of 
things because of him being in hospital, but it is something I must handle.] 
 The above participant made the decision not to tell her partner everything that 
happens at home – especially about the children, as she didn’t want to upset 
him. According to the literature, it is obvious that TB has a much greater impact 
on the quality of life of women than it does for men. It was observed that 
women were less able to perform household activities and care for their 
children. Therefore, women don’t seek medical care until their disease 
becomes serious (Chang et al., 2004).  
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The last category that emerged under the second theme is participants who 
expressed the fact that the children are missing their parent. One of the 
participants reflected on the regressive behaviour he observes in his son, 
when the mother is at home on a weekend pass. The participant describes the 
children’s feelings in more or less the same way, as is evident from the quotes 
below: 
 “Die vrou moet maar, want hulle voel ook baie rustiger as die ma by die huis 
is”. [The children are calm when the mother is at home” “en daai baby seun 
hou hom daai tyd so klein hy bly maar rondom die ma, hy will maar net hier by 
haar is. Dan se ek vir hulle toe maar, miskien kom sy eendag, dan is sy 
gesond, en dan kom sy dan gaat ons lekker werk...” [and that baby boy acts 
small and wants to be around his mother, he just wants to be around her. Then 
I tell them don’t worry; maybe one day she might come home, and then we are 
going to work nicely together...] 
 
Also the same participant mentioned that he feels sorry for his children, which 
he deals with by allowing them to have telephonic contact with their mother. 
Another participant said the following: 
 
 “But when their mother was here around, they know that Saturday we are 
going to town with our mother. That is something the kids are missing.” 
Another participant said the following: 
“My son also.......missing his mom.”   
 
According to Bowlby (1953:14), if a child who is deprived of his mother, is 
being looked after by someone known and trusted by him or her, the child 
would only experience “partial deprivation”. 
 
3.4.3 Persuade spouse to be hospitalised   
The third sub-theme that emerged from the second theme, focused on the 
challenges that the spouses had to face following the patients’ admission. The 
researcher confirmed many of these findings from her observation of and 
interventions with patients over the last eight years of clinical practice in this 
field.  
62 
 
 
The majority of the patients are resentful of the diagnosis and the anticipated 
long-term hospitalisation. Admission in itself is, therefore, responded to very 
negatively; and it often prompts persuasive intervention by the partners. Two of 
the participants shared how they encouraged their partners to go for treatment 
at the hospital, as is evident from the following quotes:  
 
“youcan go (Jose Pearson)...and I ask him please can you go.” 
 “Heel aan die begin wou sy nie gegaan het nie.......en toe het ek met haar 
gepraat.” [right at the beginning she refused to be hospitalised  ...and I 
encouraged her to go. Both participants encouraged their spouses/partners to 
be hospitalised in spite of the anticipated negative effect it would have on the 
family.   
 
 The above participant had a similar experience, as his first wife died, because 
of a chronic illness; and he didn’t want to go through it again; and thus he 
played an active role in securing the necessary treatment for his second wife, 
when she was diagnosed with MDR TB. 
 
3.4.4 Marital difficulties 
Long-term hospitalisation is known to impose a significant strain on a couple’s 
marital relationship – for numerous reasons – as was illustrated in the previous 
theme.This will be further elaborated on below. Some of the challenges relate 
to the partner’s unfulfilled sexual and companionship needs. 
 
 Two of the male participants reported on their wife’s insecurity, whilst in 
hospital, and the tension that resulted from the female patients’ lack of trust in 
their partners.  
 “En ons het dit nou uh, uh...agter gekom, en dit het so erg geraak dat ek en 
sy.....in ‘n woorde wissel was, wat ek en sy nog nooit tevore gehad het nie. 
Ons is noubykans agt jaar getroud, en dit was iets vreemd vir my en goete.” 
[Things got out of hand to such an extent that we had an argument – 
something that we are not used; and we are married for eight years.]  
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 “There was an incident. Something that happened; somebody told her some 
things. There were rumours that were going around.” 
When the partner at home was confronted, the incident was just brushed off, 
and never discussed in detail. 
 
A third participant who was in a cohabiting relationship with his girlfriend, 
reported being suspicious of how she dresses,when she arrived at the hospital 
dressed in very revealing clothes.  
 
Ross (2006), in his article on marriageproblems and long-term illness, 
suggested that some of the marriage problems, and in some cases break-ups, 
are varied; but they are often as a result of pre-existing problems in a marriage 
that had remained unresolved. 
 
The author further states that sometimes the chronically ill person just pushes 
the partner away – not wanting them to be burdened with the illness they 
themselves can do nothing about. She also says that marriages that suffer due 
to long-term illness usually end up with marriage problems, due to failure to 
communicate properly.  
 
 Lewis (1998) said that when a couple is diagnosed with a chronic illness, the 
couple passes through marital adjustments similar to those experienced by 
newly-weds. She further states that when a couple gets married, they develop 
dependence on one another, in order to escape their dependence on their 
respective families of origin.  
 
3.4.5 Protecting spouses from negative information 
The researcher was particularly impressed with certain partners of patients, 
whose supportive nature and level of co-operation with the health-care team 
resemble a resilient approach. This support was offered, despite the role 
overload they experienced during the patient’s hospitalisation. 
Two of the participants explained how they deliberately withheld certain 
information from their partners, as they knew it would only upset them – 
instead they found ways to deal with the situation themselves.  
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The following quotes expressed their feelings: 
“Ja, where we were staying.Ja there was a break in last week. But I decided, 
I’m not going to tell her about it....I must not report it to her, she is in hospital.” 
“Ons gesels oor baie dinge en so aante. As hy my vra, dan se ek nee, die 
kinders is orraait! Alles is orraait, ons almal is orraait. Ek het altyd maar vir 
hom so gese, al was dit nie orraait nie.....Ek kan dan nou nie meer vir hom se 
wat hier by die huis aangaan nie. [If he asks me about things at home, I 
reassure him that the kids and I are OK, even if things are not going so well.] 
 
In the above quotes, the participants are protecting their spouse/partner by 
withholding certain information from them; but by doing that, they are actually 
alienating them from what is happening at home, as confirmed by the literature 
below. Farnworth and Munoz (2009) assert that institutionalisation leads to 
people being disconnected from society; and it limits opportunities to develop 
habits and routines – which further impacts negatively on the health and 
wellbeing of the entire family. 
 
3.4.6 Need for illness and treatment knowledge  
Some of the participants expressed the desire to receive health education on 
the condition from the hospital staff. They had limited knowledge of the 
treatment, as well as of the basic infection control measures at home, like good 
ventilation and the importance of the patient having his or her own bedroom, 
as discussed in the following quotes:  
 
“No, you know sometimes, the only thing that I am asking myself now.... it’s 
two years that she’s been away now.What sort of treatment are they giving 
her? Now I ask myself, this medication that you are giving to her, is it having 
an effect on her? And if she comes home, she will drink about twenty, twenty 
three tablets at one time; and I would think to myself.....joh! Twenty-three 
tablets within ten minutes what sort...... maybe what sort of treatment that 
can.....that she can be cured, because to me that treatment...that ....that she’s 
getting not working not....I don’t know...that are all my questions that I’ve been 
asking myself.” 
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In the above quote, the participant revealed doubts about the effectiveness of 
the treatment and presented unanswered questions with which he was 
struggling. 
 
“...if she’s got a cough, she must just not cough out. She must cover ja...and it 
like that (demonstrates).”  
 “Maar daar is nog nie ‘n suster of ‘n dokter waarvan ek gehoor het nie, maar 
nog net by hom gehoor........hy kan miskien vir my nog baie weg ook steek. Ek 
WIL weet! Baie graag weet aangaande sy siekte. [I have not been informed by 
a sister or doctor regarding the disease. I heard from him, and he might hide 
this information from me. I really want to know more about his disease.] 
“Ek soen hom nie!Ek kan hom nie soen nie. Ek soen hom nie! Hulle weet hulle 
moenie hulle pa soen nie, en ekook nie. Want ...uh..hy’t my mos nou gese, hy’t 
my gese.” [I do not kiss him! I cannot kiss him. I don’t kiss him! They know that 
they must not kiss their father, me neither. Because he told me not to.] 
 
It would seem from the quotation above that the participant had a need to be 
informed about her husband’s illness, as she only got information from the 
patient himself, and felt he could maybe hide important elements of his illness 
from her.  
 
From the researchers experience as a social worker employed at the hospital, 
it is not part of the treatment plan to involve the family from the day of 
admission. It is only when family start to become frustrated with the long-term 
hospitalisation of their partner, or when the patient is presenting with 
challenging behaviour at the hospital that they are called in, and health 
education is offeredonthe infectiousness of the disease. It seems evident, 
however, that a proactive approach to including the family is essential. 
 
The literature reveal that health-care professionals do not always do what is 
expected of them, for a variety of reasons. One source highlights how the 
social worker can become involved in the education of the patient and the 
family on the nature of the disease. 
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Ross and Deverell (2004) highlight the importance of the professional 
caregiver-patient relationship, stating that there has been a shift of emphasis 
from repairing the damage caused by the disease to a focus on education, and 
understanding about the dangers of living with chronic illness. They further 
state that information, advice and support are some of the most important 
interventions that social workers and allied health-care professionals have to 
offer.   
 
In the article on organizing care for chronically ill patients (Edward, Wagner, 
Brian, Austin and Von Korff, 1996:512), the authors stated that many 
professional caregivers also feel unprepared, or are in a hurry; and 
therefore,are not able to meet the educational, behavioural, and psychosocial 
needs of chronically ill patients and their partners. As a result, they fail to 
provide opportunities for patients to receive educational and supporting 
services. 
 
3.4.7 Lack of support 
A common need amongst the participants was the need for instrumental and 
emotional support from family members. They reported their disillusionment 
with the lack of support from the patients’ family of origin, as follows:. 
 “Weet, uh...uh....wat my depressie gee sy, familie, ondersteun my niks nie. Sy 
ouers ondersteun my met niks nie...” [You know…uh..uh what makes me 
depressed, his family, they support me with nothing. His parents support me 
with nothing].  
 
The above participant was an informal worker and struggled to make ends 
meet; she is now held responsible to provide for the material needs of their 
children by herself. Whilst she needs assistance from her in-laws with food for 
the children, they only bring sweets for the children occasionally. She says the 
following about not getting any support:  
 
“Ek moet alles vir myself doen. Ek het geen ondersteuning van my familie. My 
eie familie van praat ek nou. Nog minder van hulle...” (I have to do everything 
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for myself. I have no support from my family. I am talking about my own family. 
I get less support from his family.) 
Some of the participants have no, or very little, support from extended family; 
and they struggle to meet their own family‘s basic needs. It is evident from the 
excerpts cited above that the participants were going through difficulties, with 
little or no support from extended family members. 
 
According to Walsh (2000:122), the family’s stress needs to be reduced; and 
their protective functioning strengthened, along with improving the patient’s 
functioning. These are inseparable goals of intervention. 
 
3.4.8 Fear of infecting the children   
A serious challenge associated with MDR/XDR TB is the contagious nature of 
the illness. One of the participants specifically articulated the worry about her 
children’s health, especially since one of her own children had contracted the 
illness from his father. 
 
Her strong expression on this matter is cited below: 
 “....ek is bang hy steek die kinders aan. Wat hy ook al gedoen het. My baby 
het ook al TB gehad; sy was op ses maande treatment.” [I have the fear that 
he will infect my children. My baby was diagnosed with TB, and she was on six 
months of treatment.] 
 
The National NLTP Guideline says that children, their parents, and other family 
members should be educated about TB and the importance of completing 
treatment. The Guideline furthermore states that, where possible, someone 
other than the child’s parent or immediate family should observe or administer 
treatment. When a patient is diagnosed withsmear-positive pulmonary 
tuberculosis, the clinician (or in the case of this study, the TB sister at the 
clinic) should collect information on young children living with the patient in the 
same household. This is important, because infants and young children are at 
a higher risk of acquiring infection and the more severe forms of Tuberculosis. 
According to the article on Children with XDR TB (2011), children who were 
exposed to TB progress more rapidly from infection to the full-blown disease. 
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One of the interviewees used in the above article was exposed to a TB 
contact. This was her own mother, who was an untreated XDR TB patient.   
3.5 Theme 3: Coping Strategies and resources 
The third theme in this research emerged from the questions of how the 
partners coped with the patients’ long-term hospitalisation; and what their 
support systems were. The aim was to arrive at resilience of the partners, and 
to identify the particular coping strategies they employed. Meyer et al. 
(1999:103) define resilience as the ability to tolerate, to adapt, or to overcome 
life crises. Walsh, furthermore, defines it as the capacity to rebound from 
adversity: strengthened and more resourceful (Walsh, 1999:37).  
The participants used various ways to cope with the challenges described in 
the preceding sub-themes and categories. The sub-themes that emerged 
showed how participants used their own personal coping strategies to deal 
with the situation; they also had external support, the availability of resources, 
as well as acquired knowledge and the promise of good health for their 
spouse. The above issues will be discussed in detail below. 
 
3.5.1 Personal coping strategies 
 Lazarus and Folkman (1984) define coping as: “All efforts to manage taxing 
demands, without regard to their efficacy or inherent value” (p.134). Three 
strategies for coping with stress have been identified in the literature on 
coping: (i) Being problem-focused, referring to those strategies that are used 
when one can organise the course of action that is required to deal with the 
stress experienced; (ii) being emotion-focused, which refers to the processes 
involved in dealing with the emotional strain that is evoked by the stressor; and 
(iii) avoidance strategies, defined as ‘strategies that focus attention away from 
the stressor itself or one’s psychological/somatic reactions to the stressor’  
(Lazarus , 1983, Lazarus and Folkman, 1987, Meursing, 1997). 
Participants’ accounts of the strategies used to cope with their circumstances 
suggested the use of these different personal strategies. For instance, some 
partners decided to adopt a positive approach to life; whilst others try to 
escape into leisure activities. A few participants had the privilege of being 
counselled; some had support from work, as well as spiritual support, as 
reported by the participants. 
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3.5.1.1 The spiritual dimension 
According to the research done by Firfirey (2011) in her thesis on occupational 
adaptation, which was also concerned with experiences of MDR TB 
patients,she states that spirituality and religion have a strong link; and are 
often seen as dependent on each other. Dein (2006),who uses the concepts 
interchangeably,states that religion/spirituality may provide people with a 
cognitive framework that enables a healthier evaluation of the stressors that 
occur in their lives. She, furthermore, asserts that specific types of 
spiritual/religious coping are associated with positive psychological outcomes 
after negative life events, as well as higher levels of self-esteem and better 
adjustment. As a result, religion/spirituality may provide greater psychological 
resilience in the face of challenging life events. 
 
 Spirituality and religion emerged as one of the most important elements to the 
participants in terms of coping. The support of the church as a whole, and the 
spiritual leader gave the participants feelings of being loved and cared 
for,together with a sense of belonging. The existence of a Higher Power in 
their lives was comforting and brought about feelings of contentment. Three of 
the participants identified their religion as playing a major role in helping them 
to cope with the situation: 
“If I don’t phone, I send her sms then after the sms I feel calm and I read some 
bible before I’m sleeping.” 
 
The above participant gained strength from her religion through reading the 
Bible. 
“Die Here was vir ons goed gewees.” [the Lord has been good to us]. 
According to one of the participants in this study, the Lord has been good to 
them as a family, because his wife was very sick sometime ago, and she 
recovered. It is obvious that the spiritual aspect plays an important part in the 
coping strategies of the partners. Belief in a Higher Power comforts them and 
helps them to cope with the complex situation of the absence of their partner in 
hospital, as well as the illness itself. 
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Another participant expressed herself in the following quote:  
“Maar toe besef ek maar ek behoort mos aan die Here.“(But then I realized but 
I belong to the Lord.) 
Some participants expressed that the support of the church as a whole 
constituted part of their ability to cope with the situation. Two participants 
mentioned that their pastors were a good support during this difficult time. 
According to the participant of the pilot study, the church as a whole supported 
her; and they also visited the patient in hospital, and this helped her to sleep at 
night.  
 
 “But I get most of my support from the church, and my priest. If I am stuck too 
much, I can phone the priest and they’ll come.” 
 “uh...kerkmense en uh...kan altyd vir my se dat uh...die Here is met my.” [The 
church members will always tell me that God is with me.]  
“Pentecostal, en my pastoor is ‘n groot deel van my lewe, iemand wat my baie 
keer bystaan” [My pastor plays a great part in my life; he is someone who 
supports me most of the time.]  
 
 Fukuyama and Sevig (1999:5) stated that religion and spirituality have been 
recognized as important aspects of healing and support during times of 
distress. Spirituality offers comfort and meaning beyond mere comprehension 
in the face of adversity (Walsh, 1998:71). Walsh presents three key processes 
in family resilience (2002:132).These are the families’ belief system, which 
relates to the manner in which families attach meaning to hardship; the effects 
of a positive outlook in life; and lastly, transcendence and spirituality. Walsh 
further states (2002:132) that spiritual or religious resources, through faith 
practices, such as meditation or prayer and religious congregational affiliation, 
provide empirical support for the healing process. 
 
3.5.1.2 Positive approach to life   
Many of the participants consciously adopted a positive attitude towards their 
circumstances – in an attempt to cope better. The expressions that follow 
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below are suggestive of how four of the participants coached themselves to be 
more positive amidst the challenges surrounding their partner’s condition:  
“So, I’m not living with the negative; I’m living in the positive.” 
 “Ek is baie positief met myself (I am very positive with myself). So, ek gaan 
maar aansoos die lewe my dag vir dag daai opportunity gee, om te kan 
opstaan en voort tegaan .......... ek vat dit aan soos dit kom.” [So, I live from 
day to day, as the opportunity arise, to get up and go on....... I take it as it 
comes.] 
 
“En dan sal ek maar self weer regkom.“[I will then try to be okay again.] 
“Maar ek moet myself tevrede stel hy raak beter daarso.....” [I must put myself 
at peace that he is getting better there.] 
 
A positive outlook has been found to be vitally important for resilience (Walsh, 
1998:60). Walsh (1998:61) further stated that those who are resilient are able 
to view a crisis or a setback as a challenge. They approach it in an active way, 
invest in mastering the challenge, and they emerge stronger for having done 
so. According to Luthar, Cicchetti and Becker (2000:543), resilience can be 
defined as a “dynamic process encompassing positive adaptation within the 
context on significant adversity.”  
 
3.5.1.3 Escapism in leisure activities  
The findings suggest that escapism was one of the coping methods used by 
several of the participants.  
“Dan sit ek maar hiers....as ek klaar TV gekyk het, gaan lê ek maar.”[Then I 
just sit here.....and when I am done watching TV I go to bed.] Is my koerante 
wat ek nou  wil lees, dan lees ek dit maar. [If it is the paper that I want to read, 
then I read it.] 
“I try to focus on my studies.......Play golf with my friends.” 
 “I just watch TV......check movies......I watch movies.” 
 
It would seem from the quotes above show that these participants used 
avoidance-coping strategies to cope with their situations. Literature on coping 
refers to avoidance-coping strategies, as being more appropriate in situations 
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where timeout from active coping is required for one to marshal personal 
resources before returning to active coping (Lazarus, 1984; Lazarus and 
Folkman, 1987). 
 Henning and Vorderer (2001) discussed psychological escapism by predicting 
the amount of television needed for cognition. According to them, one of the 
most prominent approaches towards explaining the causes of television 
exposure involves escapism. Vorderer (1996:311) stated that at its core, 
escapism means that most people have, due to unsatisfying life 
circumstances, again and again cause to ‘leave’ the reality in which they live in 
a cognitive and emotional way.  
 
 3.5.1.4 Resources  
It was evident that an increase in knowledge on the condition and supportive 
counselling facilitated the participants in their coping. The acquired knowledge 
helped to reduce their anxiety and uncertainty amidst frequent media reports 
about the deadly nature of the condition, published at the time of data 
collection. The participants shared where and how they acquired their 
knowledge, and how that aided in their coping:  
 
 “So then there was a social worker at (Livingstone Hospital) who gave me a 
counselling and gave me books to read and some pamphlets..... “ 
 “Maar omdat ek hier by (Gelvandale )......sê Suster so mooi explain het, want 
toe ek onmiddelik hoor dit is TB.....” [But here at Gelvandale...... the sister 
explained nicely what it is because when I heard it is TB....] 
 
Walsh (1998:208) was diagnosed with meningitis, and shared his experience 
on the importance of providing the patient and family with information.He said 
his neurologist listened to his concerns and answered his questions, and gave 
him informational brochures.And all this helped him to comprehend his illness 
experience.  
 
3.5.1.5 External support 
The participants reflected on the support they received from their employers; 
and from family and friends as follows:  
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“Then I’ve got......After that I’ve got this job then I’ve got e support here in the 
work.” 
“My werk mense.My werk mense.”My employers.My employers. 
 “Daar by die werk is ek baie voor, hulle het my die werk se foon gegee om 
haar te bel......ek kan haar enige tyd bel”. [At work they allowed me to phone 
her at anytime.]  
 
“No, he was admitted; now I’m coping because of this support; now I’ve got 
this support I [am] coping very very much than before now I’m coping; and I did 
learn about MDR & XDR so…” 
 
The support participants received from their employers comprised the 
availability of resources.One employer organised transport for the participant; 
and another allowed the participant to phone his partner in hospital; while the 
other employer made counselling accessible for the participant at work. 
It is obvious from the above quotes that the participants gained insight into the 
disease after information and support was offered. 
 
The participant from the pilot study is employed at a General Hospital; and she 
was supported by the social worker through counselling sessions. The 
participant expressed herself as follows: 
 
“So, then there was a Social Worker at Livingstone Hospital who gave me a 
counselling and gave me books to read, and some pamphlets to read how 
must I take this slowly – I must take things slowly because my husband’s 
gonna come, and I mustn’t think about the husband, and this child’s thing 
behind but, but still the time my child passed away….. When I saw her there at 
(Jose Pearson TB Hospital), it was very very….” 
 
The excerpts from the participants’narratives illustrate how they have been 
supported by family and friends; and it is obvious that the extended family 
plays an important role in the lives of the participants. They offer support in 
various ways, like looking after the children or cleaning the house if the mother 
is the one being hospitalised. The emotional support received from extended 
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family was one of the coping strategies, as is clearly demonstrated in the 
quotes below:  
“So, they did give me a lot of support, and friends, church people, and here 
…… a lot of them.”  
“So, now my sister is looking after my children, cause she’s not here.” 
 “My skoon mense, my ouers self, uh…. hulle kan my altyd moed inpraat”. [My 
in-laws and my parents they encourage me a lot.] 
 
Another participant responded to the following question asked by the 
researcher:  
“So, die ouma help jou?” [So, the grandmother helps you?] 
The participant answered: 
 “Sy help my om na die kinders te kyk.” [She helps me to look after the 
children.] 
“My sisters are also there in Kwazakhele.”  
 “My parents, they are supporting me…”. 
 “Die ouer dogter versorg vir hullevir die skool.” [The eldest daughter prepares 
them for school.] 
 
Van Dyk (2001:333) also confirms the importance of health education to the 
patient and the family of patients suffering from chronic illnesses. She, 
furthermore, states that this kind of health education offers information on how 
to promote a healthy lifestyle, proper nutrition and the importance of 
appropriate exercise. Suffice it to say that with the gradual shift in medicine to 
a more holistic approach to health care, social work is being challenged to 
reassess its contribution to the health field. Hence, health-care social work 
practice can only attempt to reduce the frustration and anger experienced by 
patients and their family members by addressing more appropriately and 
timeously the interplay of the economic, environmental, social, psychological, 
cultural and biological factors affecting the health status of the individual, as 
well as the roll of the multi-disciplinary team in addressing these needs. 
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This chapter contained a discussion of the findings from the current research 
study, as well as verification against existing literature. The findings were 
presented in three themes, with supporting sub-themes and categories. The 
themes that emerged were as follows: partners’ perceived experiences of the 
patients’ hospitalization; the challenges encountered by the participants; 
coping strategies used by their partners. 
In this current research, the participants stated that they had found ways to 
cope without their partner being at home. Participants showed resilience in 
dealing with their situation by exploring alternative ways to cope with their 
current circumstances. The literature was explored to support and compare the 
findings.  
  
3.6Chapter conclusion 
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CHAPTER 4 
Summary, conclusions, limitations and recommendations 
 
4.1. Introduction 
 
Chapter One provided an introduction and background to the study, the 
problem formulation, and the motivation for the study, the theoretical 
framework, the research question, the goal and objectives,as well as the 
research design and methodology. Under the heading of introduction and 
background of the study,it was discussed that South Africa has the seventh 
highest TB incidence in the world (Tuberculosis Strategic plan for South Africa 
2007-2011). The defaulter rates remain high – thereby creating barriers to 
achieving the targets for treatment success and care, and increasing the 
potential for drug resistance.  
 
The motivation for the study comes from the researcher’s observations and 
interventions with the patients over the last eight years. The majority of 
patients on admission were resentful of their diagnosis and long-term 
hospitalisation. Two specific theoretical frameworks were used for this 
study:The Health-Belief Model and the Resilience Framework. The Health-
Belief Model focused on the behaviours under the individual’s control; and 
theassumption was that people would act, in order to maximise the net benefits 
of their actions (Ostrow, 1990).  
Resilience is defined as the ability to tolerate, to adapt, or to overcome life’s 
crises (Meyer, Glantz and Johnson, 1999:103).  
The research question focused on the factors that contribute to the resilience 
of partners of long-term hospitalised patients treated for MDR/XDR TB.  
 
Chapter Two focused on the research design and methodology, the 
researcher’s background, on the population and the sampling procedure. The 
researcher is employed at am MDR/XDR TB hospital; and based on her 
interventions with the patients over the past years, she observed the negative 
effect that long-term hospitalisation has on both the patients and their 
significant others. Furthermore, the patients’ partners/spouses experience role 
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overload, which often elicits resentment; and this causes emotional strain on 
the partners and the family relations. For the purpose of this study, the 
population comprised the spouse/partner of long-term hospitalised MDR/XDR 
TB patients.  
This study employed structured purposive sampling, as the participants were 
identified by using a set of related criteria, in order to ascertain their suitability 
for participation. 
 
Chapter Three focused on the analysed data and the verification of the 
literature, the three main themes, the sub-themes, and the associated 
categories. The three main themes were: The partners’ perceived experience 
of the patients’hospitalisation;the challenges encountered by the participants; 
and coping strategies used by the participants. This chapter summarizes the 
research design,the methodology, and the main findings, and also discusses 
the limitations of the research, to draw conclusions from the study, and to 
make some recommendations for practice and further study. 
 
Chapter Four:The purpose of this final chapter is to summarize the research 
design and methodology and the main findings, and to discuss the limitations 
of the research; and also to draw conclusions from the study – and to make 
practical recommendations for further study. 
 
4.2. Summary of the research design and methodology 
4.2.1. Research design 
The goal of the research was to enhance an understanding of the factors that 
contribute to the resilience of partners of long-term hospitalised patients 
diagnosed with MDR and XDR TB. 
 
There were three objectives in reaching this goal: 
• To explore and describe the perceived experiences of partners of long- 
term hospitalised patients with MDR and XDR TB. 
• To explore and describe the challenges that partners encounter during 
the long-term hospitalization of patients with MDR and XDR TB. 
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• To explore and describe the strategies that partners utilise to cope with 
these challenges. 
These objectives were achieved by employing a qualitative approach, 
embedded in an explorative, descriptive and contextual research design. The 
design chosen was in line with the research goal as the study sought to 
enhance an understanding of the factors that contribute to the resilience of 
partners of long-term hospitalised patients diagnosed with MDR and XDR TB. 
 
4.2.2. The research methodology 
A non-probability purposive sampling technique was employed to select the 
participants for the study. The participants were selected on the basis of a set 
of criteria. The researcher considered the following criteria: the location of the 
participants (they should have a partner hospitalised for MDR/XDR TB; and the 
researcher should have had no or minimal contact with theparticipants prior to 
the interview, in order to ensure that objectivity is maintained from the 
researcher’s side, and that the participants felt comfortable with sharing their 
experience. 
 
The data were collected during one-on-one semi-structured interviews; as this 
was considered to be the most appropriate to probe and clarify the 
experiences of the participants. Written consent was obtained from the 
participants – before conducting the interviews. The researcher madeuse ofan 
independent researcher, a qualified social worker, who used to work at the 
treatment centre as an auxiliary worker.During the pilot study, it became 
evident that the participants were not very comfortable with sharing institutional 
challenges with the researcher. The researcher had to ask the participants 
shorter questions to keep the narrative going. It was obvious that during the 
interview process, the participants became reluctant to talk; and the researcher 
had to probe to get information from the participants.  
 
The researcher also took into account the educational level of the participants, 
as this might have had an impact on the process of data collection.  
The researcher made use of three open-ended questions that served as the 
guide during the semi-structured interviews. 
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The data analysis was conducted by using the format proposed by Tesch (as 
cited by Poggenpoel, in De Vos, 1998).The data were transcribed and 
analysed in themes and categories during a discussion held between the 
researcher and an independent coder, when the results were compared. 
 
4.2.3. Ensuring trustworthiness 
The measures for ensuring trustworthiness were based on Guba’s model of 
trustworthiness and qualitative research (as cited by Krefting, 2001:215-221). 
The model is based on four basic aspects: The ability to ensure the truth-value 
of the data; transferability for use outside the study;the dependability for 
possible triangulation of the study; and thenconformability – by using an 
external auditor. 
 
4.3. Summary of the research findings 
The findings of the research were divided into three themes. A summary of 
these themes, sub-themes and categories are presented as follows: 
 
4.3.1. Theme 1: Partners’ perceived experiences of the patient’s 
hospitalisation 
There was considerable similarity in the participants’ descriptions of how they 
experienced their partners’ long-term hospitalisation. These descriptions 
focused on the physical and emotional discomfort experienced, as well as their 
concern for the patient’sillness at the time of the interview. 
Two sub-themes emerged that describe the feelings they experienced; and 
secondly, their reaction to these experiences. 
 
Feelings experienced 
These sub-themes encapsulate a range of eight different emotional 
experiences, as reported by the participants. These include: emotional 
difficulties, loneliness without the spouse/partner, the loss of companionship, 
anger, frustration, depression/helplessness – and a fear of the spouse/partner 
dying. 
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The participants needed little encouragement in relating their emotional 
difficulties experienced during the time of their partners’ hospitalisation. It is 
evident from the participants’ responses that the emotional difficulties were 
brought on by their ignorance of the illness; their need for emotional closeness 
with the patient; missing the practical assistance offered by the patient; and the 
realisation that the patients’ illness had a direct impact on their functioning. 
 
• Loneliness without the spouse 
The participants described how their loneliness centred on missing the sharing 
of certain routines with their partners, such as having meals together, having 
someone to talk to, or simply someone who understood them. 
Angry outbursts and intense experiences of frustration appear to have been 
very common feelings reported by the participants. Lack of knowledge about 
the patients’ diagnosis and MDR/XDR TB brought about feelings of frustration, 
anger and helplessness for some of the patients. 
 
• Fear of their spouse/partner dying 
One of the participants shared the fear of her loved one dying, as a result of 
MDR/XDR TB. The media portrayed drug-resistant TB at the time of this 
research as being fatal. This contributed to the perception that the 
patientswere going to die anyway, and that hospitalisation would serve no 
purpose other than distancing the patients from their families. 
 
• Participants’ reaction to emotional experiences 
The reports by the participants allude to the roles and the functions that their 
partners fulfil in their lives, as they describe their losses in terms of these roles. 
 
4.3.2. Theme 2: Challenges encountered by the participants 
The participants reflected on the practical challenges with which they had to 
deal since their partner’s admission to hospital. Many of the participants faced 
the challenge of having to fulfil dual roles, making use of alternative caregivers 
for their children, and as a result becoming estranged from their children, and 
being saddled with behavioural problems. Eight sub-themes emerged from the 
• Emotional difficulties 
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theme, as it relates to the challenges participants had encountered since their 
partners’ hospitalisation. 
 
• Financial difficulties 
The financial implication for the patient’s family is often the greatest challenge 
for the spouse that stays behind to care for the household. It is also just as 
difficult when the patient is discharged, since they struggle to get employment 
because of the stigma attached to the disease. 
 
• Day-to-day responsibilities  
The day-to-day responsibilities comprised the practical challenges with which 
the participants had to deal during their partner’s hospitalisation. This specific 
sub-theme focused on the basic household activities with which the 
participants were tasked. Parental responsibility was one of the categories that 
emerged from this sub- theme.This is one of the practical challenges that the 
spouses or partners have to face. 
 
It is obvious that the absence of a female patient – especially mothers –has a 
negative effect on most of the participants and their families;furthermore, the 
children are also presenting with behavioural problems. 
The last category that emerged under this sub-theme was participants who 
maintained that the children were missing a parent. One of the participants 
mentioned that regressive behaviour is observed in his son when the mother is 
home on a weekend pass out. 
 
• Persuading the spouse to be hospitalised 
The third subtheme emerged from the second theme, which focused on the 
challenges that the spouse had to face after the patient’s admission. The 
majority of patients were resentful of the diagnoses and the long-term 
hospitalisation.Long-term hospitalisation is experienced in a rather negative 
way. 
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Long-term hospitalisation is known to put a strain on a couple’s marital 
relationship. One participant said her partner was unhappy with the way she 
dresses when she visits him in hospital. 
 
• Protecting spouse from negative information 
The researcher was particularly impressed with certain partners of patients, 
whose supportive nature and level of co-operation with the health-care team 
constituted a resilient approach. Their support was offered – despite the role 
overload they experienced during the patient’s hospitalisation. 
 
• Need for illness and treatment knowledge 
Two of the participants expressed the need to have health education on the 
disease from the hospital staff. Both confirmed they only had a little knowledge 
of the basic infection control measures at home, like good ventilation and the 
importance of the patient having his/her own bedroom. 
 
• Lack of support 
A common need amongst the participants was the need for instrumental and 
emotional support from the other family members.  
 
• Fear of infecting the children 
A serious challenge associated with MDR/XDR TB is the infectious nature of 
the disease. One of the participants specifically articulated the worry about the 
children’s health, especially since one child had contracted the disease from 
his father.  
 
4.3.3 Theme 3: Coping strategies used by partners 
 This was the way of identifying how resilient partners are in coping with the 
situation – through employing positive coping strategies. The participants used 
a variety ofways to cope with the situation, as identified in the sub-themes and 
categories that emerged under theme three. 
 
  
• Marital difficulties 
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Some of the participants tried to adopt a positive approach to life, while others 
tried to escape into leisure activities. A few participants had support from work; 
and others had spiritual support from church members;while a few had the 
privilege of being counselled. 
 
• Spiritual dimension 
It is obvious from the participants’ quotes that spirituality and religion play a 
vital part in assisting them to cope with external and internal stressors. The 
participants articulated that the support of the church provided them with that 
sense of belonging, and gave them the feeling that they were being loved and 
cared for. 
 
• Positive approach to life 
A lot of the participant’s consciously adopt a positive approach to the current 
situation, in order to cope better. They approached it in a positive way, 
invested in mastering the challenge, and they emerged stronger for having 
done so.  
 
• Escapism into leisure activities 
Some of the participants articulated that getting away from the situation was 
one of the ways that helped them to cope. Participants would watch television, 
movies and play sport, in order to help them from thinking about the situation. 
 
• Resources 
The participants who received counselling had a better understanding of the 
disease. The media at the time portrayed the disease as deadly, and that the 
patients would die within days of diagnosis. This brought a lot of anxiety and 
uncertainty amongst the participants and the patients.   
 
• External support 
The support participants received from their employers was largely the 
availability of resources.One employer organised transport for the 
participant;while another allowed the participant to phone his partner in 
• Personal coping strategies 
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hospital; while the other employer made counselling accessible to the 
participant at work. Most of the participants said they got support from family 
and friends. They were offered support in various ways, like looking after the 
children, or cleaning the house when the mother wasthe one being 
hospitalised.  
 
4.4. Conclusions 
The goal of the research was to enhance an understanding of the factors that 
contribute to the resilience of partners of long-term hospitalised patients 
diagnosed with MDR/XDR TB. The researcher made use of semi-structured 
interviews for this specific study, as this was the most appropriate manner to 
probe and clarify the experiences of the participants.During the research,the 
participants revealed the practical challenges with which they had to deal, 
since their spouses’/partners’ admission to hospital. The male participants 
faced the issues of fulfilling a dual role, and getting alternative care for their 
children, as well as being confronted with the behavioural challenges of 
children.  
 
Another challenge they faced with was the financial impact on the family.  
This research has noted the importance of the factors that contribute to the 
resilience of the participants. The participants who received knowledge on the 
disease, and were getting support from work and family, coped better than 
those who did not have any knowledge on MDR/XDR TB. This study has 
shown that the patient’s family or significant other should be involved in the 
treatment process from the day of admission. The participants reflected on 
their having benefited from the support they had received from their church, as 
well as their spiritual leader. The participant’s resilience was enhanced, when 
there were feelings of being supported. Also, some of the participants found 
comfort in escapism into leisure activities; they watched television and played 
golf, in order to cope with the situation. 
 
4.5. Limitations of the study 
The study was done at one hospital in the Eastern Cape.This limited the 
sample, and might cause certain limitations to the study. If the researcher had 
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the capacity it would have been an advantage to duplicate the study at the 
second MR/XDR TB hospital, in the same province – inorder to increase the 
truth value of the data collected. The three main questions that were used 
during the interviews to obtain information from participants could possibly be 
supported by more specific questions, in order to elicit more specific 
information from the participants.Valuable information would have been to 
know how they coped with partner in hospital for twelve months with no 
resources available especially finances also to probe more regarding their 
emotional wellbeing. 
 
An independent researcher was used to do the interviews because during pilot 
study it showed that it was difficult for the researcher not to become the 
counsellor during the data-collection interview. Also, the participants were not 
very comfortable with sharing institutionalised challenges with the 
researcher.The researcher came to the conclusion that focus groups could 
have been used; but this was not feasible for this study – because, of the 
location of the participants. Also a follow-up interview might have been 
beneficial, in order to get more data from the participants; but because most of 
the participants lived far away, it was not possible to go back for a second 
interview.  
 
The level of education of the participants had an impact on the collection of the 
data.I also had to make use of an interpreter, as most of the participants were 
Xhosa-speaking; which may have this prevented us from getting all the 
information we had anticipated receiving. 
 
4.6. Recommendations 
The following recommendations are based on the above findings; and they 
should shed some light for further intervention and research. This section is 
divided into two parts: recommendations to medical staff at clinic level, for 
NGO’s in the community, for hospital staff and other disciplinary team 
members at the hospital and secondly recommendations to social workers in 
the health care system and recommendations for further research.   
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4.6.1 Recommendations at clinical level 
This is the first contact the patient had in terms of TB diagnosis and the further 
treatment plan. Much can be done at the clinical level – even before the patient 
gets admitted to the hospital. A recommendation is made to the clinic’s staff to 
provide the patient with knowledge on the disease, and also to call the family in 
and explain drug-resistant TB, as well as why the patient needs to be 
hospitalised. It would be advisable if a home visit could be arranged at this 
level, in order to look at the patient’s home in terms of infection control. 
 
4.6.2 Recommendations for hospital staff and disciplinary team 
members 
Many of the participants mentioned that their emotional difficulties were 
brought on by their ignorance of the patient‘s illness, their need for emotional 
closeness with the patient, and missing the practical assistance offered by the 
patient. Based on the above findings, it is therefore, recommended that the 
patient and family receive information on theresistance of TB, the length of 
hospital stay and the treatment, in order to better cope with the situation. This 
should be repeated; as once they have heard this for the first time at clinical 
level, they don’t take in any subsequent information.     
 
4.6.3 Recommendations for Community Based Organisations and Non 
Governmental Organisations in the community and the Department of 
Social Development 
One of the participants who deemed himself as an unfit parent had to seek 
alternative care for his children after his wife’s admission. Such parentswould 
benefit from support that could assist them with parenting skills, and also to 
understand the children’s developmental stages or needs. Some of the 
participants were seeking alternative sources of companionship in their 
neighbourhood. The researcher recommends that support groups be formed – 
also at clinical level before admission, in order to support the participants. 
These support groups could assist participants with the practical challenges 
with which they struggle. NGOs and CBOs could conduct these support 
groups, and also provide instrumental support to these families. Participants 
suffer financially – especially if the one admitted was the main breadwinner. It 
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is also recommended that immediate social relief be offered to the families by 
the department of Social Welfare. 
 
4.6.4 Recommendations for Social Workers in the health-care system 
There is also significant strain on the marital relationships. The researcher 
recommends that couple counselling be provided to these couples, in order to 
assist them to cope better with their situation. In the case of this study, the 
fulfilling of the dual role is more difficult for the male, than it is for the female 
participant. The social worker in the health set-up, and as part of the 
multidisciplinary team, could play a vital role in educating the patient and family 
on TB and the reasons for the hospitalisation. 
 
Again, a pro-active approach in providing the information session to patients 
and their family members could go a long way to reduce these misconceptions, 
and to encourage the co-operation of the patients. 
 
The hospital staff could play an important role in eliminating any uncertainty 
regarding the disease, as portrayed in the literature, and cited in the text. The 
patient’s family should be involved in the treatment process from the start or 
the day of admission – in order to rule out any misconceptions about the 
disease,the hospital staff, and the fear of the patient dying. The hospital should 
adopt a multi-disciplinary team approach for each patient on admission. It 
would be ideal if a planning meeting could be initiated at the hospital, whereby 
the team meets to discuss each patient on admission, and also looks at the 
family set-up – and to actively involve them in the treatment process – and in 
rendering supportive services.  
 
A discharge planning meeting is also essential, in order to prepare the family 
for when the patient is ready to go home, and also to look at infection-control 
measures, once the patient is at home. Also, in terms of support, the 
Department of Health should look at material assistance for patients’ family – 
especially when the patient was the sole breadwinner, and is now hospitalised.  
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4.6.5 Recommendations for further research 
There is a lack of literature on this topic in South Africa; and this highlights the 
need for further research. 
 
This current study could be duplicated at other MDR/XDR TB Hospitals across 
South Africa. An exploratory research could be done in looking at the 
participant’s coping strategies more in depth. Research could be done on the 
entire process of admission – from diagnosis at the clinic to informing the 
patient and family of the need for hospitalisation, in order to identify any gaps 
in the policy and its implementation.  
 
4.7 Concluding remarks 
This research examined the factors that contribute to the resilience of the 
partners of long-term hospitalised MDR/XDR TB patients. Long-term 
hospitalisation creates specific challenges for the partners of these patients. 
Although they were faced with these challenges, most of the participants 
showed resilience as well – by finding ways to cope with their situation. The 
participants draw on available resources in the community, like support from 
family, friends, church and employers; and these factors contribute to their 
resilience.   
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